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President’s Commission for the Study of
Ethical Problems in Medicine and Biomedical and Behavioral Research
Suite 555, 2000 K Street, N.W., Washington. DC 20006 (202) 653-8051

March 28, 1983

The President
The White House
Washington, D.C. 20500

Dear Mr. President:

On behalf of the President’s Commission for the Study of Ethical Problems in
Medicine and Biomedical and Behavioral Research. | am pleased to transmit our Report on
Securing Access to Health Care. This is one of several subjects that Public Law 95-622
directs the Commission to study and regarding which we are to report to the President, the
Congress, and relevant departments of government.

This report responds to the mandate that we report on the ethical implications of
“differences in the availability of health services” among various groups in the United
States. As we have examined the problems people face in obtaining health care, we have
nonetheless been mindful of the system’s notable accomplishments. Over the course of this
century, the burgeoning powers of medicine and people’s greater access to it have
contributed to a dramatic improvement in the average American’s prospects for having such
a long and healthy life.

In examining the special nature of health care, we discern in our country’s traditional
commitment to fairness, an ethical obligation on the part of society to ensure that all
Americans have access to an adequate level of care without the imposition of excessive
burdens. This obligation does not require that everyone receive all health care that he or she
may want or even all that could conceivably be of benefit. Instead, it is a moral
responsibility to see that adequate care is accessible, a commitment that recognizes the
competing claims on available resources of other worthwhile social goals.

The obligation we have described is one of all to all not a special standard that
applies only to the poor. This does not mean, however, that the Federal government need be
involved in the health are of all Americans. Most people rely on their own resources and
insurance for health care; and charitable institutions and state and local programs contribute
to making the benefits of health care widely available. Thus, in practical terms, the
responsibility that ultimately rests with the Federal government is to make sure that those
who otherwise could not obtain adequate care are able to do so and that the costs of care are
shared equitably.

This responsibility may be discharged in any number of ways, through a combination
of public and private efforts. It is clearly not the Commission’s job to attempt to choose
among them. Many changes in the organization and financing of health care are currently
being discussed, particularly proposals to restrain health care costs. As attempts are made to
improve the fiscal and scientific aspects of the system, we urge that attention also be paid to
the ethical precepts elaborated in this Report.

We are pleased to have had the opportunity to contribute to improving public
understanding of this important topic.

Respectfully,

Morris B. Abram
Chairman






President’s Commission for the Study of
Ethical Problems in Medicine and Biomedical and Behavioral Research
Suite 555, 2000 K Street, N.W., Washington. DC 20006 (202) 653-8051

March 28, 1983

The Honorable George Bush
President

United States Senate
Washington, D.C. 20510

Dear Mr. President:

On behalf of the President’s Commission for the Study of Ethical Problems in
Medicine and Biomedical and Behavioral Research. | am pleased to transmit our Report on
Securing Access to Health Care. This is one of several subjects that Public Law 95-622
directs the Commission to study and regarding which we are to report to the President, the
Congress, and relevant departments of government.

This report responds to the mandate that we report on the ethical implications of
“differences in the availability of health services” among various groups in the United
States. As we have examined the problems people face in obtaining health care, we have
nonetheless been mindful of the system’s notable accomplishments. Over the course of this
century, the burgeoning powers of medicine and people’s greater access to it have
contributed to a dramatic improvement in the average American’s prospects for having such
a long and healthy life.

In examining the special nature of health care, we discern in our country’s traditional
commitment to fairness, an ethical obligation on the part of society to ensure that all
Americans have access to an adequate level of care without the imposition of excessive
burdens. This obligation does not require that everyone receive all health care that he or she
may want or even all that could conceivably be of benefit. Instead, it is a moral
responsibility to see that adequate care is accessible, a commitment that recognizes the
competing claims on available resources of other worthwhile social goals.

The obligation we have described is one of all to all not a special standard that
applies only to the poor. This does not mean, however, that the Federal government need be
involved in the health are of all Americans. Most people rely on their own resources and
insurance for health care; and charitable institutions and state and local programs contribute
to making the benefits of health care widely available. Thus, in practical terms, the
responsibility that ultimately rests with the Federal government is to make sure that those
who otherwise could not obtain adequate care are able to do so and that the costs of care are
shared equitably.

This responsibility may be discharged in any number of ways, through a combination
of public and private efforts. It is clearly not the Commission’s job to attempt to choose
among them. Many changes in the organization and financing of health care are currently
being discussed, particularly proposals to restrain health care costs. As attempts are made to
improve the fiscal and scientific aspects of the system, we urge that attention also be paid to
the ethical precepts elaborated in this Report.

We are pleased to have had the opportunity to contribute to improving public
understanding of this important topic.

Respectfully,

Morris B. Abram
Chairman
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Ethical Problems in Medicine and Biomedical and Behavioral Research
Suite 555, 2000 K Street, N.W., Washington. DC 20006 (202) 653-8051

March 28, 1983

The Honorable Thomas P. O’Neill, Jr.
Speaker

U. S. House of Representatives
Washington, D.C. 20515

Dear Mr. Speaker:

On behalf of the President’s Commission for the Study of Ethical Problems in
Medicine and Biomedical and Behavioral Research. | am pleased to transmit our Report on
Securing Access to Health Care. This is one of several subjects that Public Law 95-622
directs the Commission to study and regarding which we are to report to the President, the
Congress, and relevant departments of government.

This report responds to the mandate that we report on the ethical implications of
“differences in the availability of health services” among various groups in the United
States. As we have examined the problems people face in obtaining health care, we have
nonetheless been mindful of the system’s notable accomplishments. Over the course of this
century, the burgeoning powers of medicine and people’s greater access to it have
contributed to a dramatic improvement in the average American’s prospects for having such
a long and healthy life.

In examining the special nature of health care, we discern in our country’s traditional
commitment to fairness, an ethical obligation on the part of society to ensure that all
Americans have access to an adequate level of care without the imposition of excessive
burdens. This obligation does not require that everyone receive all health care that he or she
may want or even all that could conceivably be of benefit. Instead, it is a moral
responsibility to see that adequate care is accessible, a commitment that recognizes the
competing claims on available resources of other worthwhile social goals.

The obligation we have described is one of all to all not a special standard that
applies only to the poor. This does not mean, however, that the Federal government need be
involved in the health are of all Americans. Most people rely on their own resources and
insurance for health care; and charitable institutions and state and local programs contribute
to making the benefits of health care widely available. Thus, in practical terms, the
responsibility that ultimately rests with the Federal government is to make sure that those
who otherwise could not obtain adequate care are able to do so and that the costs of care are
shared equitably.

This responsibility may be discharged in any number of ways, through a combination
of public and private efforts. It is clearly not the Commission’s job to attempt to choose
among them. Many changes in the organization and financing of health care are currently
being discussed, particularly proposals to restrain health care costs. As attempts are made to
improve the fiscal and scientific aspects of the system, we urge that attention also be paid to
the ethical precepts elaborated in this Report.

We are pleased to have had the opportunity to contribute to improving public
understanding of this important topic.

Respectfully,

Morris B. Abram
Chairman
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Introduction

The prevention of death and disability, the relief of pain and
suffering, the restoration of functioning: these are the aims of health
care. Beyond its tangible benefits, health care touches on countless
important and in some ways mysterious aspects of personal life that
invest it with significant value as a thing in itself. In recognition of
these special features, the President’s Commission was mandated to
study the ethical and legal implications of differences in the availability
of health services.! In this Report to the President and Congress, the
Commission sets forth an ethical standard: access for all to an adequate
level of care without the imposition of excessive burdens. It believes
that this is the standard against which proposals for legislation and
regulation in this field ought to be measured.

In fulfilling its mandate from Congress, the Commission discusses
an ethical response to differences in people’s access to health care. To
do so, it is necessary both to examine the extent of those differences and
to try to understand how they arise. This focus on the problems of
access ought not to obscure the great strengths of the American health
care system. The matchless contributions made by America’s
biomedical scientists to medical knowledge and techniques, the high
skill and compassionate devotion of countless physicians and
other health professionals, the extensive financial protection against
health care costs available to most people, the great generosity with
time and funds of many individuals and organizations—these are the
hallmarks of health care in the United States. Therefore, the objective
here is not to disparage the system but merely to encourage responsible

142 U.S.C. § 300v-1(a)(1)(D)(Supp. 1981).



2 Securing Access to Health Care

decisionmakers—in the private sector and at all levels of government—
to strive to ensure that every American has a fair opportunity to benefit
from it.

Health care is a field in which two important American
traditions are manifested: the responsibility of each individual for his or
her own welfare and the obligations of the community to its members.
These two values are complementary rather than conflicting; the
emphasis on one or the other varies with the facts of a particular
situation. In the field of health care, personal responsibility is a corollary
of personal self-determination, which the Commission discussed in its
recent report on informed consent.? At the same time, ill health is often a
matter of chance that can have devastating consequences; thus, concern
has long been expressed that health care be widely available and not
unfairly denied to those in need.

Since the nineteenth century, the United States has acted—
through the founding of the Public Health Service and of hospitals for
seamen, veterans, and native Americans, and through special health
programs for mothers and infants, children, the elderly, the disabled, and
the poor—to reaffirm the special place of health care in American
society. With the greatly increased powers of biomedical science to cure
as well as to relieve suffering, these traditional concerns about the
special importance of health care have been magnified.

In both their means and their particular objectives, public
programs in health care have varied over the years. Some have been
aimed at assuring the productivity of the work force, others at protecting
particularly vulnerable or deserving groups, still others at manifesting
the country’s commitment to equality of opportunity. Nonetheless, most
programs have rested on a common rationale: to ensure that care be
made accessible to a group whose health needs would otherwise not be
adequately met.?

The consequence of leaving health care solely to market
forces—the mechanism by which most things are allocated in American
society—is not viewed as acceptable when a significant portion of the
population lacks access to health services. Of course, government
financing programs, such as Medicare and Medicaid as well as public
programs that provide care directly to veterans and the military and
through

2 President’s Commission for the Study of Ethical Problems in Medicine and
Biomedical and Behavioral Research, MAKING HEALTH CARE DECISIONS,
U.S. Government Printing Office, Washington (1982).

3 Although public programs have generally rested on this rationale, some have
been structured so as to include people who could obtain adequate care on their
own without excessive burdens. Medicare, for example, covers virtually all of the
elderly, not only those who cannot afford the cost of care.
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local public hospitals, have greatly improved access to health care.
These efforts, coupled with the expanded availability of private health
insurance, have resulted in almost 90% of Americans having some
form of health insurance coverage. Yet the patchwork of government
programs and the uneven availability of private health insurance
through the workplace have excluded millions of people. The Surgeon
General has stated that “with rising unemployment, the numbers are
shifting rapidly. We estimate that from 18 to 25 million Americans—8
to 11 percent of the population—have no health insurance coverage at
all.”* Many of these people lack effective access to health care, and
many more who have some form of insurance are unprotected from the
severe financial burdens of sickness.

Nor is this a problem only for the moment. The Secretary of
Health and Human Services recently observed that despite the
excellence of American medical care, “we do have this perennial
problem of about 10% of the population falling through the cracks.”
What is needed now are ethical principles that offer practical guidance
so that health policymakers in Federal, state, and local governments
can act responsibly in an era of fiscal belt tightening without
abandoning society’s commitment to fair and adequate health care.

Summary of Conclusions

In this Report, the President’s Commission does not propose
any new policy initiatives, for its mandate lies in ethics not in health
policy development. But it has tried to provide a framework within
which debates about health policy might take place, and on the basis of
which policymakers can ascertain whether some proposals do a better
job than others of securing health care on an equitable basis.

4 Interview with Dr. C. Everett Koop, U.S. Surgeon General, U.S. NEWS &
WORLD REPORT 35, 36 (June 28, 1982). The Director of the Congressional
Budget Office recently stated that almost 11 million former workers and their
dependents have already lost their coverage under their employers’ health
insurance plan because of unemployment, and that more will lose coverage as
their extended benefits expire. This is in addition, she points out, to roughly 20
million persons who are uninsured for other reasons. Alice M. Rivlin, Health
Insurance and the Unemployed, Statement before the Subcomm. on Health and
the Environment, Comm. on Energy and Commerce, U.S. House of
Representatives (Jan. 24, 1983).

5 Larry Frederick, Schweiker on Health Policy, MEDICAL WORLD NEWS
61, 69 (July 19, 1982).

401-5530-83-2



4 Securing Access to Health Care

In 1952, the President’s Commission on the Health Needs of the
Nation concluded that “access to the means for the attainment and
preservation of health is a basic human right.”® Instead of speaking in
terms of “rights,” however, the current Commission believes its
conclusions are better expressed in terms of “ethical obligations.”

The Commission concludes that society has an ethical
obligation to ensure equitable access to health care for all. This
obligation rests on the special importance of health care: its role in
relieving suffering, preventing premature death, restoring functioning,
increasing opportunity, providing information about an individual’s
condition, and giving evidence of mutual empathy and compassion.
Furthermore, although life-style and the environment can affect health
status, differences in the need for health care are for the most part
undeserved and not within an individual’s control.

In speaking of society, the Commission uses the term in its
broadest sense to mean the collective American community. The
community is made up of individuals who are in turn members of many
other, overlapping groups, both public and private: local, state, regional,
and national units; professional and workplace organizations; religious,
educational, and charitable institutions; and family, kinship, and ethnic
groups. All these entities play a role in discharging societal obligations.

The societal obligation is balanced by individual obligations.
Individuals ought to pay a fair share of the cost of their own health care
and take reasonable steps to provide for such care when they can do so
without excessive burdens. Nevertheless, the origins of health needs are
too complex, and their manifestation too acute and severe, to permit
care to be regularly denied on the grounds that individuals are solely
responsible for their own health.

Equitable access to health care requires that all citizens be able
to secure an adequate level of care without excessive burdens.
Discussions of a right to health care have frequently been premised on
offering patients access to all beneficial care, to all care that others are
receiving, or to all that they need—or want. By creating impossible
demands on society’s resources for health care, such formulations have
risked negating the entire notion of a moral obligation to secure care for
those who lack it. In their place, the Commission proposes a standard of
“an adequate level of care,” which should be thought of as a floor below
which no one ought to fall, not a ceiling above which no one may rise.

A determination of this level will take into account the value of
various types of health care in relation to each other

6 1 PRESIDENT’S COMMISSION ON THE HEALTH NEEDS OF THE
NATION, U.S. Government Printing Office, Washington (1953) at 3.
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as well as the value of health care in relation to other important goods
for which societal resources are needed. Consequently, changes in the
availability of resources, in the effectiveness of different forms of
health care, or in society’s priorities may result in a revision of what is
considered “adequate.”

Equitable access also means that the burdens borne by individuals
in obtaining adequate care (the financial impact of the cost of care,
travel to the health care provider, and so forth) ought not to be
excessive or to fall disproportionately on particular individuals.

When equity occurs through the operation of private forces,
there is no need for government involvement, but the ultimate
responsibility for ensuring that society’s obligation is met, through
a combination of public and private sector arrangements, rests
with the Federal government. Private health care providers and
insurers, charitable bodies, and local and state governments all have
roles to play in the health care system in the United States. Yet the
Federal government has the ultimate responsibility for seeing that
health care is available to all when the market, private charity, and
government efforts at the state and local level are insufficient in

The cost of achieving equitable access to health care ought to
be shared fairly. The cost of securing health care for those unable to
pay ought to be spread equitably at the national level and not allowed
to fall more heavily on the shoulders of particular practitioners,
institutions, or residents of different localities. In generating the
resources needed to achieve equity of access, those with greater
financial resources should shoulder a greater proportion of the costs.
Also, priority in the use of public subsidies should be given to
achieving equitable access for all before government resources are
devoted to securing more care for people who already receive an
adequate level.’

Efforts to contain rising health care costs are important
but should not focus on limiting the attainment of equitable access
for the least well served portion of the public. The achievement of
equitable access is an obligation of sufficient moral urgency to warrant
devoting the necessary resources to it. However, the nature of the task
means that it will not be achieved immediately. While striving to meet
this ethical obligation, society may also engage in efforts to contain
total health costs—efforts that themselves are likely to be difficult and

7 Although the Commission does not endorse devoting public resources to
individuals who already receive adequate care, exceptions arise for particular
groups with special ethical claims, such as soldiers injured in combat, to whom
the nation owes a special debt of gratitude.



6 Securing Access to Health Care

time-consuming. Indeed, the Commission recognizes that efforts to
rein in currently escalating health care costs have an ethical aspect
because the call for adequate health care for all may not be heeded
until such efforts are undertaken. If the nation concludes that too much
is being spent on health care, it is appropriate to eliminate expenditures
that are wasteful or that do not produce benefits comparable to those
that would flow from alternate uses of these funds. But measures
designed to contain health care costs that exacerbate existing inequities
or impede the achievement of equity are unacceptable from a moral
standpoint. Moreover, they are unlikely by themselves to be successful
since they will probably lead to a shifting of costs to other entities,
rather than to a reduction of total expenditures.

Overview of the Report

The Commission was instructed by Congress to study the
“ethical and legal implications of differences in the availability of
health services as determined by the income or residence of the person
receiving the service.”® To translate “differences in availability” into
ethical terms, it is necessary to develop standards of equity of access to
health care. The term “equity” means different things to different
people. Does equity, for example, require that all individuals receive
all potentially beneficial health care, or whatever health care is
available to others, or some other level of care? Does it require only
that the government ensure that people have the financial means for
obtaining care, whether or not the services are available? Or does it
encompass an obligation, as well to see that health services are
available should the market fail to provide them? In Chapter One of
this Report, the Commission attempts to respond to such questions and
presents an ethical framework as a foundation for evaluating current
patterns of access to health care and recommendations for change.

Chapter Two shows that differences in the ability to pay for
health care and in the distribution of health care services have been
reduced substantially in the past 15 years. However, inequities related
to income, place of residence, race, and ethnicity still exist in the
financial protection people have against the cost of care, in the
availability of health professionals and facilities, in the use of services,
and in the quality of care received.’

8 42 D.S.C. § 300v-1(a)(1)(D)(Supp. 1981). Early in its deliberations, the
Commission decided to include race and ethnic origin as other factors to be
examined in evaluating differences in the availability of health care.
9 While the statistics in Chapter Two establish the existence of
disparities based on race and ethnicity, they appear to result from
many interrelated factors and not necessarily from conscious racial
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Chapter Three of the Report examines the impact of a range of
existing government policies and programs on access to health care.
Some of the improvement over the past few decades can be attributed to
Federal, state, and local government policies that both directly and
indirectly affect people’s ability to secure health services. These actions
themselves raise important—albeit sometimes unrecognized—ethical
questions. For example, public policies have subsidized the purchase of
health services for some individuals but have failed to help others with
comparable needs who are unable to pay for health care. The impact of
government actions on the costs of health care itself has ethical
implications since increased expenditures for health care mean that
fewer resources can be devoted to other important social endeavors.
Chapter Three also addresses a concern common to all public policy: to
what extent have government efforts affected individual choice?

The final chapter examines the problems of achieving equitable
access within the context of rising health care costs and expenditures.
The Commission believes that efforts to improve equity need not
conflict with strategies to halt the rapid escalation of health care costs
and to bring the benefits derived from health care into proportion with
the resources devoted to it. Indeed, such efforts offer policymakers an
excellent opportunity to implement changes that could make health care
not only more efficient and less costly but also more equitable.

Through an application of the Commission’s analysis to several
possible remedies for current problems, Chapter Four offers further
refinements in the ethical framework by which policymakers in the
Congress and Executive agencies can judge proposals in the health care
arena. The policies discussed were chosen not because of any particular
importance attached to them, but because the Commission hopes that a
review of several ideas currently under consideration will demonstrate
the importance of taking into account ethical implications—in addition
to biomedical, economic, social, and political factors—when health
policy is being framed.

The Process of the Commission’s Study

In conducting its study, the Commission has drawn on a wide
range of resources. During September 1980, Commissioners and staff
met with recognized experts and scholars in the

discrimination. Commissioner Moran believes that such disparities may perhaps
exist but does not think the evidence presented here substantiates this
conclusion; for the views of Commissioner Ballantine, see his dissenting
statement, pp. 199-204 infra.
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health field to discuss initial plans for its study of access to health care.
A preliminary outline by the Commission staff of the major areas to be
studied was adopted in November 1980, and revised outlines were
considered and accepted by the Commissioners in May and July 1981.

In this study, the Commission drew on the results of several
national surveys. Although these contributed greatly to the Report, the
limits of their data must be acknowledged. As with most data from
large-scale national surveys, further refinements would be needed to
account fully for the complex set of relationships that govern attempts
to seek and obtain care. Comparisons among such broad categories as
race, income, and place of residence mask very important differences
within these general classifications. Furthermore, these data do not
explain how social and cultural differences influence a person’s
orientation toward health and use of the health care system. Yet despite
these and other shortcomings, the Commission believes that the
statistical information presented in this Report correctly represents the
magnitude of the ethical problems in securing equitable access to health
care, if not their precise contours.'

In its effort to look beyond these statistics, the Commission
also relied on the testimony of consumers and health care professionals.
In relating their own experiences, these witnesses brought a personal
element to the deliberations of the Commission. Although the
anecdotal information is not necessarily representative, it allowed the
Commission to learn firsthand how problems in obtaining and paying
for c?lre established by the statistical data actually affect people’s
lives.

The views of consumers and experts from the fields of public
health, economics, philosophy, insurance, medicine, nursing, and law
were received at four Commission meetings. At the March 1981
hearing, witnesses examined the broad contours of questions about
access to health care, including empirical information on trends in
access, quality of care, and the relationship of health to patterns of
access. The Commissioners also heard testimony about the social,
historical, and ethical perspectives of equity in health care.

10 During the course of its investigation, the Commission solicited a number of
papers from scholars, policy analysts, and others with special expertise in the
health care field. These presentations supplemented available information and
provided new data and analysis on the topics under study. These papers appear
in Volumes Two and Three of this Report.

11 Commissioner Moran objects to the use of anecdotal material in the text of
the Report. For the views of Commissioner Ballantine see his dissenting
statement. pp. 199-204 infra.
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At the October 1981 meeting, the Commissioners explored in
detail a number of philosophical issues in health care. In addition to
reports by members of a panel of philosophers,® who had been
studying the subject for the Commission, witnesses from medicine and
law joined in discussing such topics as the right to health care, the
concept of adequate care, health care needs and deserts, and providers’
and patients’ freedom of choice.

The November 1981 meeting dealt with ethical issues in the
allocation of health care resources. The discussion considered how
decisions that limit available care are made within different delivery
settings (hospitals and health maintenance organizations) and about
various types of services (end-stage renal disease, adult and neonatal
intensive care, and hypertension screening and treatment), as well as
what the role of third party payers is in this process. The hearing
concluded with testimony about the implications of the law with regard
to questions of equity of access to health care.

The final hearing on this subject was held in Atlanta, Georgia, in
April 1982, when the Commission heard from health care consumers
about their difficulties in securing and paying for health services. In
addition, a panel of physicians and a hospital administrator spoke about
problems in delivering health care to the poor, and several state
officials and heads of voluntary organizations described access patterns
and policies. The first day’s session concluded with a visit by the
Commissioners to a Federally supported primary care center serving a
largely low-income urban neighborhood. Testimony was also heard in
Atlanta on a study that had been commissioned on insurance coverage
and the use of health services. Other witnesses described innovative
solutions to the misdistribution of health care providers, including state
and Federal programs to bring nurses and physicians into rural areas.

In addition to hearing testimony, the Commission deliberated on
the subject at several meetings. In May, July, September, and
November 1982, the testimony that had been heard and the drafts of
this Report were discussed, and the final draft

12 The panel members were Professors Dan W. Brock of Brown University,
Allen Buchanan of the University of Arizona, Norman Daniels of Tufts
University, David Gauthier of the University of Pittsburgh, and Alan Gibbard
of the University of Michigan. For a complete list of witnesses at the
Commission meetings on this subject, see The Commission’s Process, pp. 207-
13 infra. Their contributions appear in the Appendices (Sociocultural and
Philosophical Studies), Volume Two of this Report, with an introduction by
Professor Daniel Wikler of the University of Wisconsin, who, while serving
during 1980-81 as the Commission’s staff ethicist, coordinated the studies
conducted by the panel.
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was discussed and approved by a vote of ten to one on December 14,
1982, subject to specified corrections.



Framework for

An Ethical 1
Access to Health Care

A half century ago a national Committee on the Costs of Medical
Care concluded that “many persons do not receive service which is
adequate either in quantity or quality, and the costs of service are
inequitably distributed. The result is a tremendous amount of preventable
physical pain and mental anguish, needless deaths, economic
inefficiency, and social waste.” Although much progress has been made
in the past 50 years through the advent of private health insurance and
public programs, problems of access remain and are compounded by the
perceived need to respond to rapidly rising health care costs and
expenditures. As that earlier committee observed, “The United States has
the economic resources, the organizing ability, and the technical
experience to solve this problem.”? The question now is whether the
country’s formidable health care resources can be applied in away that is
fair to all—be they patient, provider, or taxpayer.

Most Americans believe that because health care is special, access
to it raises special ethical concerns. In part, this is because good health is
by definition important to well being. Health care can relieve pain and
suffering, restore functioning, and prevent death; it can enhance good
health and improve an individual’s opportunity to pursue a life plan; and
it can provide valuable information about a person’s overall health.
Beyond its practical importance, the involvement of health care
with the most significant and awesome events of life—birth, illness, and
death—adds a symbolic aspect to health care: it is

1 Committee on the Costs of Medical Care, MEDICAL CARE FOR THE
AMERICAN PEOPLE (1932), Dept. of Health, Education, and Welfare, U.S.
Government Printing Office, Washington (reprinted 1970) at 2.

21d.
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special because it signifies not only mutual empathy and caring but the
mysterious aspects of curing and healing.

Furthermore, while people have some ability—through choice of
life-style and through preventive measures—to influence their health
status, many health problems are beyond their control and are therefore
undeserved. Besides the burdens of genetics, environment, and chance,
individuals become ill because of things they do or fail to do—but it is
often difficult for an individual to choose to do otherwise or even to
know with enough specificity and confidence what he or she ought to do
to remain healthy. Finally, the incidence and severity of ill health is
distributed very unevenly among people. Basic needs for housing and
food are predictable, but even the most hardworking and prudent person
may suddenly be faced with overwhelming needs for health care.
Together, these considerations lend weight to the belief that health care
is different from most other goods and services. In a society concerned
not only with fairness and equality of opportunity but also with the
redemptive powers of science, there is a felt obligation to ensure that
some level of health services is available to all.

There are many ambiguities, however, about the nature of this
societal obligation. What share of health costs should individuals be
expected to bear, and what responsibility do they have to use health
resources prudently? Is it society’s responsibility to ensure that every
person receives care or services of as high quality and as great extent as
any other individual? Does it require that everyone share opportunities
to receive all available care or care of any possible benefit? If not, what
level of care is “enough”? And does society’s obligation include a
responsibility to ensure both that care is available and that its costs will
not unduly burden the patient?

The resolution of such issues is made more difficult by the specter
of rising health care costs and expenditures. Americans annually spend
over 270 million days in hospitals,> make over 550 million visits to
physicians’ offices,* and receive tens of millions of X-rays.®
Expenditures for health care in 1981 totaled $287 billion—an average of
over $1225 for every American.® Although the finitude of national
resources demands that trade-offs be made between health care and
other social goods,

3 National Center for Health Statistics, HEALTH UNITED STATES, 1981,
Dept. of Health and Human Services, U.S. Government Printing Office,
Washington (1981) at 162.

4 Unpublished data from the National Ambulatory Medical Care Survey,
National Center for Health Statistics, U.S. Dept. of Health and Human Services
(1982).

51d.

6 Robert M. Gibson and Daniel R. Waldo, National Health Expenditures: 1981, 4
HEALTH CARE FINANCING REV. 1 (Sept. 1982).
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there is little agreement about which choices are most acceptable from
an ethical standpoint. In this chapter, the Commission attempts to lay
an ethical foundation for evaluating both current patterns of access to
health care and the policies designed to address remaining problems in
the distribution of health care resources.

The sheer size and complexity of the enterprise encourages
abstract thinking about large-scale issues of social policy. But every
significant issue of social policy dealt with in this Report, no matter
how abstract and impersonal it seems, derives its ethical and social
importance from its bearing on the ability of the health care system to
respond appropriately to the individual seeking care—whether it be a
pregnant woman in need of prenatal and obstetrical care, a worker
disabled by arthritis, or an injured motorist who requires emergency
treatment.

To explore “differences in the availability of health care,” as
required by the Commission’s mandate, is to raise issues of profound
ethical importance. There is no question that differences in access to
health care in the United States do exist, though there is disagreement
about the nature and magnitude of these differences. Describing these
differences is a factual task that rests on empirical research, but to
conclude that certain differences constitute inequities is to make an
ethical judgment that access to health care is unfair or otherwise
morally unacceptable. Plainly, then, findings of equity must be based
on a standard of what constitutes equity. This chapter does not offer a
policy blueprint for health care, but it seeks to provide an ethical
framework for determining when differences in access to health care
are inequitable and to identify who is responsible for addressing these
inequities.

Historical Perspective

Historically, inequity in access to health care was not often
perceived as a major social concern for three reasons. First, before the
development of scientifically grounded medical technology, health
care was of little value in the treatment of most illnesses. Second,
much of the care that was provided by health care professionals could
be supplied by laypeople. Until the beginning of this century, for
example, virtually all drugs used by physicians were available to the
general public without prescriptions. Third, for centuries care for the
sick and dying was considered to be the responsibility of families,
private7charities, and religious organizations rather than society as a
whole.

7 Henry J. Aaron, Economic Aspects of the Role of Government in Health Care,
in J. van der Gaag and Mark Perlman, eds., HEALTH.



14 Securing Access to Health Care: Chapter 1

When concerns about health care did arise in a Federal context,
it was originally out of a desire to promote the collective good more
than individual welfare. The earliest governmental efforts were to
provide health care to merchant seamen, under the 1798 Act For the
Relief of Sick and Disabled Seamen, and to members of the armed
forces.

The goals were strategic and economic. Health services
were secondary to more immediate social priorities—in the
case of the merchant marine, that of keeping the shipping
industry of the country vital. As the armed forces
developed, the emergence of a medical branch maintaining
a basic standard of readiness in both army and navy
represented a policy very different from any modern
concept of [concern for] welfare...

Isolation in special institutions of those with infectious
diseases or with other potentially dangerous social traits,
including mental illness, led, particularly during the
nineteenth century, to the development of institutions
whose purpose was as much for the protection of the
healthy population as care for the unhealthy.?

In the last half of the nineteenth century, the provision of health
services became an important area of government policy in Western
Europe. This development was not motivated primarily by ethical
concern about inequities in access nor by an appreciation of the value of
health care to the individual. Instead, the goals of government policy
were to achieve a more productive labor force and a healthier general
populace for purposes of national defense and, in some cases, to
ameliorate social unrest through reform rather than revolution.

Broadened governmental responsibility for health care was
only one element of a growing commitment to social services ranging
from public education to unemployment insurance and income
assistance programs. In the United States, a tradition of greater reliance
on individual responsibility and a commitment to the ideal of a limited
national government accounted, in part, for a reluctance to follow the
European model. Though equality has always been an important
American value, the traditional emphasis has been on equal civil and
political liberties rather than on economic equality. Because health care
was regarded as a special case for reasons of productivity and national
security, and because the need to protect the populace from contagious
diseases proved compelling, the cumulative result was an identifiable

ECONOMICS, AND HEALTH ECONOMICS, Elsevier-North Holland Pub.
Co., New York (1981) at 15-32, reprinted in General Series Reprint 382, The
Brookings Institution, Washington (1982).

8 Rosemary A. Stevens and Robert Stevens, WELFARE MEDICINE IN
AMERICA: A CASE STUDY OF MEDICAID, The Free Press, New York
(1974) at 15.
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role for government in health care independent of any explicit
assumption of a more general government responsibility for promoting
individual welfare.

Then, as health care became more efficacious in the late
nineteenth and early twentieth centuries, a heightened sensitivity about
its equitable distribution arose. The shift in political thought and
eventually in public policy to an emphasis on equal access to services
began only [when] Americans accepted professional claims of special
competence and enacted laws regulating medical practice. Only when
a consensus emerged about the superior effectiveness of scientific
medicine did earlier differences in medical care loom as inequalities.’

In recent decades, there has been an increasing emphasis on
the benefits of health care to the individual and a growing recognition
that society as a whole has a moral obligation to ensure that these
benefits are distributed equitably. After World War 11, the failure of
many men to pass the physical examination required for entry into the
armed forces led to increased awareness of barriers to health care. At
the same time, the growing commitment in this country to equality of
opportunity served to highlight existing inequities in many aspects of
American life, including health care. Greater attention to issues of
equity continued to be nurtured by prudential arguments that some
inequities in access to medical care endangered social cohesion and
lessened the productivity of the labor force.

In the past several years, however, three developments have
shifted concern away from issues of access—the belief that
government programs have already filled the gaps in access; the
emergence of an extreme view that denies the efficacy of sophisticated
health care, especially high-technology medical intervention; and a
growing awareness that factors other than health care (including
environment and life-style) exert an important influence on individual
health status.

The Commission believes that none of these developments
diminishes the ethical importance of the principle of fairness in access
to health care. Local, state, and Federal programs have made laudable
gains, yet there are still millions of Americans who lack equitable
access to health services. The dimensions of the problem are spelled
out in the next chapter.

Similarly, although skepticism about the efficacy of many
medical practices may be justified—and useful when it provokes
needed reexamination about the “received wisdom”—medical care has
been effective in improving functioning and lengthening life for many
people, particularly those who only recently obtained access to care.
By the same token, the

9 Paul Starr, Medical Care and the Pursuit of Equality in America (1982),
Appendix A, in Volume Two of this Report, at section one.
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Commission applauds efforts to discover the influence of lifestyle and
environment on health and believes that responsible health policy must
take these factors into account. But recognizing the importance of such
factors does not deny the role health care plays in achieving and
preserving personal health.

The Special Importance of Health Care

Although the importance of health care may, at first blush, appear
obvious, this assumption is often based on instinct rather than
reasoning. Yet it is possible to step back and examine those properties
of health care that lead to the ethical conclusion that it ought to be
distributed equitably.

Well-Being. Ethical concern about the distribution of health care
derives from the special importance of health care in promoting
personal well-being by preventing or relieving pain, suffering, and
disability and by avoiding loss of life. The fundamental importance of
the latter is obvious; pain and suffering are also experiences that people
have strong desires to avoid, both because of the intrinsic quality of the
experience and because of their effects on the capacity to pursue and
achieve other goals and purposes. Similarly, untreated disability can
prevent people from leading rewarding and fully active lives.

Health, insofar as it is the absence of pain, suffering, or serious
disability, is what has been called a primary good, that is, there is no
need to know what a particular person’s other ends, preferences, and
values are in order to know that health is good for that individual. It
generally helps people carry out their life plans, whatever they may
happen to be. This is not to say that everyone defines good health in the
same way or assigns the same weight or importance to different aspects
of being healthy, or to health in comparison with the other goods of
life. Yet though people may differ over each of these matters, their
disagreement takes place within a framework of basic agreement on the
importance of health. Likewise, people differ in their beliefs about the
value of health and medical care and their use of it as a means of
achieving good health, as well as in their attitudes toward the various
benefits and risks of different treatments.

Opportunity. Health care can also broaden a person’s range
of opportunities, that is, the array of life plans that is reasonable to
pursue within the conditions obtaining in society.’® In the United States
equality of opportunity is a widely accepted value that is reflected
throughout public

10 Norman Daniels, Health Care Needs and Distributive Justice, 10 PHIL. &
PUB. AFF. 146 (1981).
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policy. The effects that meeting (or failing to meet) people’s health
needs have on the distribution of opportunity in a society become
apparent if diseases are thought of as adverse departures from a normal
level of functioning. In this view, health care is that which people need
to maintain or restore normal functioning or to compensate for
inability to function normally. Health is thus comparable in importance
to education in determining the opportunities available to people to
pursue different life plans.

Information. The special importance of health care stems in
part from its ability to relieve worry and to enable patients to adjust to
their situation by supplying reliable information about their health.
Most people do not understand the true nature of a health problem
when it first develops. Health professionals can then perform the
worthwhile function of informing people about their conditions and
about the expected prognoses with or without various treatments.
Though information sometimes creates concern, often it reassures
patients either by ruling out a feared disease or by revealing the self-
limiting nature of a condition and, thus, the lack of need for further
treatment. Although health care in many situations may thus not be
necessary for good physical health, a great deal of relief from
unnecessary concern and even avoidance of pointless or potentially
harmful steps is achieved by health care in the form of expert
information provided to worried patients. Even when a prognosis is
unfavorable and health professionals have little treatment to offer,
accurate information can help patients plan how to cope with their
situation.

The Interpersonal Significance of Illness, Birth, and
Death. It is no accident that religious organizations have played a
major role in the care of the sick and dying and in the process of birth.
Since all human beings are vulnerable to disease and all die, health
care has a special interpersonal significance: it expresses and nurtures
bonds of empathy and compassion. The depth of a society’s concern
about health care can be seen as a measure of its sense of solidarity in
the face of suffering and death. Moreover, health care takes on special
meaning because of its role in the beginning of a human being’s life as
well as the end. In spite of all the advances in the scientific
understanding of birth, disease, and death, these profound and
universal experiences remain shared mysteries that touch the spiritual
side of human nature. For these reasons a society’s commitment to
health care reflects some of its most basic attitudes about what it is to
be a member of the human community.
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The Concept of Equitable Access to Health Care

The special nature of health care helps to explain why it ought to
be accessible, in a fair fashion, to all."* But if this ethical conclusion is
to provide a basis for evaluating current patterns of access to health
care and proposed health policies, the meaning of fairness or equity in
this context must be clarified. The concept of equitable access needs
definition in its two main aspects: the level of care that ought to be
available to all and the extent to which burdens can be imposed on
those who obtain these services.

Access to What? “Equitable access” could be interpreted in a
number of ways: equality of access, access to whatever an individual
needs or would benefit from, or access to an adequate level of care.

Equity as equality. It has been suggested that equity is achieved
either when everyone is assured of receiving an equal quantity of health
care dollars or when people enjoy equal health. The most common
characterization of equity as equality, however, is as providing
everyone with the same level of health care. In this view, it follows that
if a given level of care is available to one individual it must be available
to all. If the initial standard is set high, by reference to the highest level
of care presently received, an enormous drain would result on the
resources needed to provide other goods. Alternatively, if the standard
is set low in order to avoid an excessive use of resources, some
beneficial services would have to be withheld from people who wished
to purchase them. In other words, no one would be allowed access to
more services or services of higher quality than those available to
everyone else, even if he or she were willing to pay for those services
from his or her personal resources.

As long as significant inequalities in income and wealth persist,
inequalities in the use of health care can be expected beyond those
created by differences in need. Given people with the same pattern of
preferences and equal health care needs, those with greater financial
resources will purchase more health care. Conversely, given equal
financial resources, the different patterns of health care preferences that
typically exist in any population will result in a different use of health
services by people with equal health care needs. Trying to prevent such
inequalities would require interfering with people’s liberty to use their
income to purchase an important good like health care while leaving
them free to use it for frivolous or inessential ends. Prohibiting people
with higher incomes or stronger preferences for health care from
purchasing more care

11 For a discussion of other important factors, the uneven distribution of need,
and its largely underserved nature, see pp. 23-25 infra.
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than everyone else gets would not be feasible, and would probably
result in a black market for health care.

Equity as access solely according to benefit or need. Interpreting
equitable access to mean that everyone must receive all health care that
is of any benefit to them also has unacceptable implications. Unless
health is the only good or resources are unlimited, it would be irrational
for a society—as for an individual—to make a commitment to provide
whatever health care might be beneficial regardless of cost. Although
health care is of special importance, it is surely not all that is important
to people. Pushed to an extreme, this criterion might swallow up all of
society’s resources, since there is virtually no end to the funds that
could be devoted to possibly beneficial care for diseases and disabilities
and to their prevention.

Equitable access to health care must take into account not only the
benefits of care but also the cost in comparison with other goods and
services to which those resources might be allocated. Society will
reasonably devote some resources to health care but reserve most
resources for other goals. This, in turn, will mean that some health
services (even of a lifesaving sort) will not be developed or employed
because they would produce too few benefits in relation to their costs
and to the other ways the resources for them might be used.

It might be argued that the notion of “need” provides a way to
limit access to only that care that confers especially important benefits.
In this view, equity as access according to need would place less severe
demands on social resources than equity according to benefit would.
There are, however, difficulties with the notion of need in this context.
On the one hand, medical need is often not narrowly defined but refers
to any condition for which medical treatment might be effective. Thus,
“equity as access according to need” collapses into “access according to
whatever is of benefit.”

On the other hand, “need” could be even more expansive in scope
than “benefit.” Philosophical and economic writings do not provide any
clear distinction between “needs” and “wants” or “preferences.” Since
the term means different things to different people, “access according
to need” could become “access to any health service a person wants.”
Conversely, need could be interpreted very narrowly to encompass only
a very minimal level of services—for example, those “necessary to
prevent death.”*?

12 The Federal government employed this criterion in the mid-1970s when it
dropped requirements providing dental care for adult public program
beneficiaries under Medicaid. It claimed that dental services were not services
whose absence could be considered as “life-threatening.”

401-5530-83-3
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Equity as an adequate level of health care. Although neither
“everything needed” nor “everything beneficial” nor “everything that
anyone else is getting” are defensible ways of understanding equitable
access, the special nature of health care dictates that everyone have
access to some level of care: enough care to achieve sufficient welfare,
opportunity, information, and evidence of interpersonal concern to
facilitate a reasonably full and satisfying life. That level can be termed
“an adequate level of health care,” The difficulty of sharpening this
amorphous notion into a workable foundation for health policy is a
major problem in the United States today. This concept is not new; it is
implicit in the public debate over health policy and has manifested itself
in the history of public policy in this country. In this chapter, the
Commission attempts to demonstrate the value of the concept, to clarify
its content, and to apply it to the problems facing health policymakers.

Understanding equitable access to health care to mean that
everyone should be able to secure an adequate level of care has several
strengths. Because an adequate level of care may be less than “all
beneficial care” and because it does not require that all needs be
satisfied, it acknowledges the need for setting priorities within health
care and signals a clear recognition that society’s resources are limited
and that there are other goods besides health. Thus, interpreting equity
as access to adequate care does not generate an open-ended obligation.
One of the chief dangers of interpretations of equity that require
virtually unlimited resources for health care is that they encourage the
view that equitable access is an impossible ideal. Defining equity as an
adequate level of care for all avoids an impossible commitment of
resources without falling into the opposite error of abandoning the
enterprise of seeking to ensure that health care is in fact available for
everyone.

In addition, since providing an adequate level of care is a limited
moral requirement, this definition also avoids the unacceptable
restriction on individual liberty entailed by the view that equity requires
equality. Provided that an adequate level is available to all, those who
prefer to use their resources to obtain care that exceeds that level do not
offend any ethical principle in doing so. Finally, the concept of
adequacy, as the Commission understands it, is society-relative. The
content of adequate care will depend upon the overall resources
available in a given society, and can take into account a consensus of
expectations about what is adequate in a particular society at a
particular time in its historical development. This permits the definition
of adequacy to be altered as societal resources and expectations
change.13

13 There are practical as well as ethical reasons for a nation like the
United States, which possesses resources to provide a high level of
services, not to take a narrow view of “adequacy.” A lesser level of
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With What Burdens? It is not enough to focus on the care that
individuals receive; attention must be paid to the burdens they must
bear in order to obtain it—waiting and travel time, the cost and
availability of transport, the financial cost of the care itself. Equity
requires not only that adequate care be available to all, but also that
these burdens not be excessive.

If individuals must travel unreasonably long distances, wait for
unreasonably long hours, or spend most of their financial resources to
obtain care, some will be deterred from obtaining adequate care, with
adverse effects on their health and well-being. Others may bear the
burdens, but only at the expense of their ability to meet other important
needs. If one of the main reasons for providing adequate care is that
health care increases welfare and opportunity, then a system that
required large numbers of individuals to forego food, shelter, or
educational advancement in order to obtain care would be self-defeating
and irrational.

The concept of acceptable burdens in obtaining care, as opposed to
excessive ones, parallels in some respects the concept of adequacy. Just
as equity does not require equal access, neither must the burdens of
obtaining adequate care be equal for all persons. What is crucial is that
the variations in burdens fall within an acceptable range. As in
determining an adequate level of care, there is no simple formula for
ascertaining when the burdens of obtaining care fall within such a
range. Yet some guidelines can be formulated. To illustrate, since a
given financial outlay represents a greater sacrifice to a poor person
than to a rich person, “excessive” must be understood in relation to
income. Obviously everyone cannot live the same distance from a
health care facility, and some individuals choose to locate in remote and
sparsely populated areas. Concern about an inequitable burden would be
appropriate, however, when identifiable groups must travel a great
distance or long time to receive care—though people may appropriately
be expected to travel farther to get specialized care, for example, than to
obtain primary or emergency care.

Although differences in the burdens individuals must bear to obtain
care do not necessarily represent inequities, they may trigger concern
for two reasons. Such discrepancies may

care would make it extremely difficult to establish a desirable mix of services;
narrow limits would foster intense competition among different types of care
and possibly skew the adequate level toward life-threatening care to the
exclusion of other very beneficial forms of care such as preventive medicine. An
inadequate level, accompanied by a private market in alternative treatments,
would generate inequities by encouraging the flight of resources (as is now the
case with physicians who choose to serve privately insured patients to the
exclusion of noninsured and publicly insured individuals).
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indicate that some people are, in fact, bearing excessive burdens, just as
some differences in the use of care may indicate that some lack
adequate care. Also, certain patterns of differences in the burdens of
obtaining care across groups may indicate racial or ethnic
discrimination.

Whether any such discrepancies actually constitute an inequitable
distribution of burdens ultimately depends upon the role these
differences play in the larger system under which the overall burdens of
providing an adequate level of care are distributed among the citizens of
this country. It may be permissible, for example, for some individuals to
bear greater burdens in the form of out-of-pocket expenses for care if
this is offset by a lower bill for taxes devoted to health care. Whether
such differences in the distribution of burdens are acceptable cannot be
determined by looking at a particular burden in isolation.

A Societal Obligation

Society has a moral obligation to ensure that everyone has access to
adequate care without being subject to excessive burdens. In speaking of
a societal obligation the Commission makes reference to society in the
broadest sense—the collective American community. The community is
made up of individuals, who are in turn members of many other,
overlapping groups, both public and private, local, state, regional, and
national units; professional and workplace organizations; religious,
educational, and charitable organizations; and family, kinship, and ethnic
groups. All these entities play a role in discharging societal obligations.

The Commission believes it is important to distinguish between
society, in this inclusive sense, and government as one institution among
others in society. Thus the recognition of a collective or societal
obligation does not imply that government should be the only or even
the primary institution involved in the complex enterprise of making
health care
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available. It is the Commission’s view that the societal obligation to
ensure equitable access for everyone may best be fulfilled in this country
by a pluralistic approach that relies upon the coordinated contributions of
actions by both the private and public sectors.

Securing equitable access is a societal rather than a merely private
or individual responsibility for several reasons. First, while health is of
special importance for human beings, health care—especially scientific
health care—is a social product requiring the skills and efforts of many
individuals; it is not something that individuals can provide for
themselves solely through their own efforts. Second, because the need
for health care is both unevenly distributed among persons and highly
unpredictable and because the cost of securing care may be great, few
individuals could secure adequate care without relying on some social
mechanism for sharing the costs. Third, if persons generally deserved
their health conditions or if the need for health care were fully within the
individual’s control, the fact that some lack adequate care would not be
viewed as an inequity. But differences in health status, and hence
differences in health care needs, are largely undeserved because they are,
for the most part, not within the individual’s control.

Uneven and Unpredictable Health Needs. While requirements for
other basic necessities, such as adequate food and shelter, vary among
people within a relatively limited range, the need for health care is
distributed very unevenly and its occurrence at any particular time is
highly unpredictable. One study shows 50% of all hospital billings are
for only 13% of the patients, the seriously chronically ill.**

Moreover, health care needs may be minor or overwhelming, in
their personal as well as financial impact. Some people go through their
entire lives seldom requiring health care, while others face medical
expenses that would exceed the resources of all but the wealthiest.
Moreover, because the need for care cannot be predicted, it is difficult to
provide for it by personal savings from income. Under the major
program that pays for care for the elderly, 40% of aged enrollees had no
payments at all in 1977 and 37% fell into a low payment group
(averaging only $129 per year), while 8.8% averaged $7011 in annual
expenditures.’®

Responsibility for Differences in Health Status. Were someone
responsible for (and hence deserving of) his or her need for health care,
then access to the necessary health care

14 CJ. Zook and F.D. Moore, High-Cost Users of Medical Care, 302 NEW
ENG. J. MED. 996 (1982).

15 Karen Davis, Medicare Reconsidered, Duke University Medical Center
Private Sector Conference, Durham, N.C., March 15-16, 1982.
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might be viewed as merely an individual concern. But the differences
among people’s needs for health care are for the most part not within
their control, and thus are not something for which they should be held
accountable. Different needs for care are largely a matter of good or bad
fortune—that is, a consequence of a natural and social lottery that no
one chooses to play.

In a very real sense, people pay for the consequences of the actions
that cause them illness or disability—through the suffering and loss of
opportunity they experience. The issue here is a narrower one: to what
extent is the societal responsibility to secure health care for the sick and
injured limited by personal responsibility for the need for health care? It
seems reasonable for people to bear the foreseeable consequences (in
terms of health care needs) of their informed and voluntary choices.
Indeed, as an ethical matter, the principle of self-determination implies
as a corollary the responsibility of individuals for their choices.

However, to apply the notion of personal responsibility in a fair
way in setting health care policy would be a complex and perhaps
impossible task. First, identifying those people whose informed,
voluntary choices have caused them foreseeable harm would be
practically as well as theoretically very difficult. It is often not possible
to determine the degree to which an individual’s behavior is fully
informed regarding the health consequences of the behavior. Efforts to
educate the public about the effects of life-style on health status are
desirable, but it must also be acknowledged that today people who
conscientiously strive to adopt a healthy life-style find themselves
inundated with an enormous amount of sometimes contradictory
information about what is healthful. Voluntariness is also especially
problematic regarding certain behaviors that cause some people ill
health, such as smoking and alcohol abuse.'® Moreover, there are great
difficulties in determining the extent of the causal role of particular
behavior on an individual’s health status. For many behaviors, conse-
quences appear only over long periods of time, during which many other
elements besides the particular behavior have entered into the causal
process that produces a disease or disability. For example, the largely
unknown role of genetic predispositions for many diseases makes it
difficult to designate particular behaviors as their “cause.”

Second, even if one knew who should be held responsible for what
aspects of their own ill health, policies aimed at institutionalizing
financial accountability for “unhealthy behavior” or at denying the
necessary health care for those who

16 Daniel Wikler, Persuasion and Coercion for Health, 56 MILBANK
MEMORIAL FUND Q./HEALTH & SOCIETY 303 (1978).
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have “misbehaved” are likely to involve significant injustices and other
undesirable consequences. Leaving people free to engage in health-risky
behavior only if they can afford to pay for its consequences is fair only if
the existing patterns of income distribution are fair, and if the payment
required fully accounts for all the costs to society of the ill health and its
treatment. Moreover, since some unhealthy behavior can be monitored
more easily than others, problems of discrimination would inevitably
arise; even when feasible, monitoring such behavior would raise serious
concerns about the invasion of privacy. Finally, the ultimate sanction—
turning away from the hospital door people who are responsible for their
own ill health—would reverberate in unwanted and perhaps very
harmful ways in the community at large. The Commission concludes
that within programs to secure equitable access to health care, serious
practical and ethical difficulties would follow attempts to single out the
consequences of behavior and to make individuals of health-risky
behavior solely responsible for those consequences.

However, even if it is inappropriate to hold people responsible for
their health status, it is appropriate to hold them responsible for a fair
share of the cost of their own health care. Society’s moral obligation to
provide equitable access for all and the individual responsibility for
bearing a share of the costs of achieving equity rest on the same
considerations of fairness. Individuals who—because they know that
others will come to their aid—fail to take reasonable steps to provide for
their own health care when they could do so without excessive burdens
would be guilty of exploiting the generosity of their fellow citizens. The
societal obligation is therefore balanced by corresponding individual
obligations.

In light of the special importance of health care, the largely
undeserved character of differences in health status, and the uneven
distribution and unpredictability of health care needs, society has a
moral obligation to ensure adequate care for all. Saying that the
obligation is societal (rather than merely individual) stops short,
however, of identifying who has the ultimate responsibility for ensuring
that the obligation is successfully met.

Who Should Ensure that Society’s Obligation is Met?

In this country, the chief mechanism by which the cost of health
care is spread among individuals is through the purchase of insurance.
Another method of distributing health care costs is to rely on acts of
charity in which individuals, such as relatives and care givers, and
institutions assume responsibility for absorbing some or all of a person’s
health care expenses. These private forces cannot be expected to achieve
equitable
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access for all, however, States and localities have also played important
roles in attempting to secure health care for those in need. To the extent
that actions of the market, private charity, and lower levels of
government are insufficient in achieving equity, the responsibility rests
with Federal government. The actual provision of care may be through
arrangements in the private sector as well as through public institutions,
such as local hospitals.

Market Mechanisms in Health Care. One means societies
employ for meeting needs for goods and services that individuals cannot
produce by themselves is the complex legal and economic mechanism
known as a market. When health care is distributed through markets,
however, an acceptable distribution is not achieved; indeed, given
limitations in the way markets work, this result is practically inevitable.

The inability to ensure adequate care. First, many people lack the
financial resources to obtain access to adequate care. Since American
society encompasses a very wide range in income and wealth,
distributing goods and services through markets leads to large
differences in their consumption. The variations in need for health care
do not, however, match variations in ability to purchase care. The
market response to variable risk is insurance. Insurance has long existed
for certain calamities—such as fire damage to property—and in the past
30 years, a huge market in health insurance has developed that enables
people to share some of the financial risk of ill health. The relevant
question for determining equity of access thus becomes: Is everyone
able to afford access to adequate care through some combination of
insurance and direct payment?

Admittedly, “ability to afford” is an ambiguous concept, given
different attitudes toward risk and the importance of health care, and,
even more important, possibly insufficient information about the
likelihood of ill health and about the possible effects of care. For
example, people may want an adequate level of care and may be able to
afford to pay for it, but they may lack information about the amount of
coverage needed to secure adequate care. As a result, the insurance
market may not do a good job of providing plans that actually do protect
people adequately. And, of course, some people who can afford to pay
for their health care (and who would if they knew they would have to go
without it otherwise) fail to make sufficient provisions because they rely
on others not being willing to let them suffer. Furthermore, the cost of
basic health insurance (which does not even guarantee financial access
to adequate care in all cases) is high enough to place it beyond
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the reach of many families by any reasonable standard of affordability.*’
Ironically, those who need the most care will find it most difficult to
obtain it, both because their disease or disability impairs their
opportunities for accumulating financial resources and because insurers
will charge them higher rates.

Second, many people will be unable to obtain adequate care if the
distribution of care is left exclusively to the market because services are
not available in the areas in which they live. These geographical
availability problems are often really financial problems: in certain areas
with a high proportion of poor people, there are not enough personnel
and facilities because the residents cannot afford to pay to use them.
Even when people do have the ability to pay, however, they may be
unable to obtain services. The area may be too sparsely populated to
provide enough demand to support a practitioner or a facility; or even
though the demand is sufficient, providers may not respond. In health
care, decisions are often made by nonprofit institutions, whose decisions
may not be keyed to market forces, or by health care professionals, who
are influenced by factors other than financial incentives. Such decisions
can leave some areas inadequately served. Thus in a market system,
people will not necessarily obtain adequate care, and lack of access to
such care will be correlated with income and place of residence.

17 For a detailed discussion of insurance costs, see pp. 90-100 infra.
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While some people lack access to very essential care, many will
receive not just an adequate level, but more than they themselves would
want to have if they were well informed about the benefits of care and
took its full cost into account. In deciding whether a service is worth
having, an insured individual will tend to consider only what he or she
must pay out-of-pocket, rather than the total costs. In the long run,
additional use raises premiums, but the extra cost is spread over all
policyholders, a situation known as the phenomenon of moral hazard.*®
These incentives mean that policyholders pay higher total costs for
health care than they would choose to pay if they had to weigh its full
costs to themselves against the benefits they receive.

The patient’s lack of information and consequent reliance on
professional advice for many of his or her health care decisions may
make this problem more serious, depending on what practitioners
consider to be their professional duty. Most believe that it is their duty
to do all they can for their patients. Even uninsured patients may find it
difficult to convey their preferences about trade-offs between financial
costs and the benefits of care to providers who believe strongly in the
value of medical care. It follows that merely giving people money (to
pay their medical bills directly or to buy insurance) to assure them
access to adequate care may be a very expensive proposition.

To summarize, if the distribution of health care were left solely to
the market, some people would not get an adequate amount and others
would get too much—not just more than an adequate level but more
than they themselves really want given the costs they bear directly and
through insurance premiums. The first is an ethical issue; the second,
though not a moral problem, makes the solution of the first more
difficult.

The inequities in costs and burdens. In the absence of insurance,
a market puts the cost of goods and services on those who consume
them. Normally this seems appropriate; the person who wants to see a
movie or to buy an automobile must pay for it. In the case of health
care, this is not so appealing: the person who suffers the largely
undeserved burden of ill health also suffers the financial burdens of
obtaining and paying for health care. Those who lack financial
resources may suffer severely.

Private insurance markets only spread the financial risk to a limited
extent. Whenever they can, insurance companies will

18 The classic illustration of this arises when some people dine out and agree in
advance to split the check evenly. Each person has an incentive to order more
expensively than that individual would if he or she were paying only for their
own meal. Yet in the end each individual, as a member of the group, actually
bears the cost of the collective “over-ordering.”
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set premiums in accord with a person’s risk of experiencing ill health.
At the outer limit, certain people (for example, those with preexisting
disabilities) may find it nearly impossible to obtain insurance at any
price—or at least to get insurance that will encompass care for their
disabilities.

The private market does not adjust the financial burden of care to
differences in income. Yet poverty and ill health are correlated—with
the causal factors working in both directions. Therefore, the poor are in
a double bind: they need more medical care but they have less money
to purchase it or less insurance protection to secure it.

The market determines a geographical distribution of care that
reflects providers’ preferences (about where they want to live for
example), the differential cost of providing services in different places,
and the distribution of ill health and ability to pay. Even when it works
efficiently—when the geographical distribution of services reflects the
real costs of geographical location—it may result in heavy burdens on
some individuals in time and cost to get to care. And, as already
discussed, the process may not work efficiently, and can produce
arbitrarily great differences in the burdens of obtaining care in different
geographical settings. For example, in a sparsely populated state, some
residents might have to travel long distances for hospital care because it
is uneconomic to build a larger number of smaller hospitals and spread
them evenly throughout the state. Or a state may have a small number
of large hospitals because the philanthropists and hospital
administrators who make the investment decisions prefer large
hospitals for prestige reasons, and the market forces that would
normally counteract such preferences are too weak to do so.

Private Charity as a Source of Care. There is a strong tradition
of private charity in the United States, including free services by health
professionals, and charitable organizations continue to play an
important role in health care research and delivery. Yet, as discussed in
Chapter Two, charitable efforts have not achieved equity of access.

The most obvious explanation of the inadequacy of charity is the
countervailing pressure of self-interest. Especially in an acquisitive
society, even the best of intentions to aid others may fall short of
action. It is not necessary, however, to assume that Americans are
unduly self-interested to understand why charity alone has not provided
everyone with an adequate level of health care. There are two other
explanations, neither of which presupposes selfishness. The first is the
pervasiveness of what has been called “limited altruism.” The difficulty
is not that individuals are only concerned about their own interests, but
rather that the focus of their concern tends to be limited to those who
are near at hand, such as family and friends.



30 Securing Access to Health Care: Chapter 1

The second, less obvious factor is that effective charitable action,
particularly in an area such as health care where large-scale capital
investment is required, needs the coordinated efforts of many people.
Unless potential contributors can be assured that a sufficient number of
other people will also contribute to some appropriately identified goal,
they may conclude either that they should not contribute at all or that
their resources would be better used in some private act of charity, even
though this will not be as effective as a coordinated action. In this sense,
charity—like national defense or energy conservation—has the
characteristic features of a public good in the technical sense. In general,
the problems of supplying public goods illustrate the limits of private
voluntary action and often provide a legitimate reason for government
action.” Furthermore, it has often been noted that while the charitable
impulses are laudable, recipients sometimes feel demeaned by their
dependence on the benevolence of others. (This unfortunate feature,
which is affected by the manner and setting in which aid is rendered, can
be a problem not only for private but also for governmental programs, as
discussed in the next section.)

A Role for Government. The extent of governmental involvement
in securing equitable access to care depends on the extent to which the
market and private charity achieve this objective. The limitations that
have just been enumerated are not absolute barriers. Although it is clear
that—even for those with adequate resources—the purchase of health
care differs from other market transactions, the market (which includes
private health insurance) is capable of providing many people with an
adequate level of health care. However, when the market and charity do
not enable individuals to obtain adequate care or cause them to endure
excessive burdens in doing so, then the responsibility to ensure that these
people have equitable access to health care resides with the local, state,
and Federal governments.

Locating responsibility. Although it is appropriate that all levels of
government be involved in seeing that equitable access to health care is
achieved, the ultimate responsibility for ensuring that this obligation is
met rests with the Federal government. The Commission believes it is
extremely important to distinguish between the view that the Federal
government ought to provide care and the view that the Federal
government is ultimately responsible for seeing that there is equitable
access to care. It is the latter view that the Commission endorses. It is
not the purpose of this Report to

19 Allen Buchanan, Philosophical Foundations of Beneficence, in Earl E. Shelp,
ed., BENEFICENCE AND HEALTH CARE, Reidel Publishing Co., Dordrecht,
Holland (1982) at 33.
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assign the precise division of labor between public and private provision
of health care. Rather, the Commission has attempted here only to locate
the ultimate responsibility for ensuring that equitable access is attained.

A view that has gained wide acceptance in this country is that the
government has a major responsibility for making sure that certain basic
social goods, such as health care and economic security for the elderly,
are available to all. Over the past half-century, public policy and public
opinion have increasingly reflected the belief that the Federal
government is the logical mechanism for ensuring that society’s
obligation to make these goods available is met. In the case of health
care, this stance is supported by several considerations. First, the
obligation in question is society-wide, not limited to particular states or
localities; it is an obligation of all to achieve equity for all. Second,
government responsibility at the national level is needed to secure
reliable resources. Third, only the Federal government can ultimately
guarantee that the burdens of providing resources are distributed fairly
across the whole of society. Fourth, meeting society’s obligation to
provide equitable access requires an “overview” of efforts. Unless the
ultimate responsibility has been clearly fixed for determining whether
the standard of equitable access is being met, there is no reason to
believe it will be achieved.

The limitations of relying upon the government. Although the
Commission recognizes the necessity of government involvement in
ensuring equity of access, it believes that such activity must be carefully
crafted and implemented in order to achieve its intended purpose. Public
concern about the inability of the market and of private charity to secure
access to health care for all has led to extensive government involvement
in the financing and delivery of health care. This involvement has come
about largely as a result of ad hoc responses to specific problems; the
result has been a patchwork of public initiatives at the local, state, and
Federal level. These efforts have done much to make health care more
widely available to all citizens, but, as discussed in Chapters Two and
Three, they have not achieved equity of access.

To a large extent, this is the result of a lack of consensus about the
nature of the goal and the proper role of government in pursuing it. But
to some degree, it may also be the product of the nature of government
activity. In some instances, government programs (of all types, not just
health-related) have not been designed well enough to achieve the
purposes intended or have been subverted to serve purposes explicitly
not intended.

In the case of health care, it is extremely difficult to devise public
strategies that, on the one hand, do not encourage the misuse of health
services and, on the other hand, are not so restrictive as to unnecessarily
or arbitrarily limit available
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care. There is a growing concern, for example, that government
assistance in the form of tax exemptions for the purchase of
employment-related health insurance has led to the overuse of many
services of only very marginal benefit. Similarly, government programs
that pay for health care directly (such as Medicaid) have been subject to
fraud and abuse by both beneficiaries and providers. Alternatively,
efforts to avoid misuse and abuse have at times caused local, state, and
Federal programs to suffer from excessive bureaucracy, red tape,
inflexibility, and unreasonable interference in individual choice. Also, as
with private charity, government programs have not always avoided the
unfortunate effects on the human spirit of “discretionary benevolence,”
especially in those programs requiring income or means tests.

It is also possible that as the government role in health care
increases, the private sector’s role will decrease in unforeseen and
undesired ways.?’ For example, government efforts to ensure access to
nursing home care might lead to a lessening of support from family,
friends, and other private sources for people who could be cared for in
their homes. Although these kinds of problems do not inevitably
accompany governmental involvement, they do occur and their presence
provides evidence of the need for thoughtful and careful structuring of
any government enterprise.

A Right to Health Care? Often the issue of equitable access to
health care is framed in the language of rights. Some who view health
care from the perspective of distributive justice argue that the
considerations discussed in this chapter show not only that society has a
moral obligation to provide equitable access, but also that every
individual has a moral right to such access. The Commission has chosen
not to develop the case for achieving equitable access through the
assertion of a right to health care. Instead it has sought to frame the
issues in terms of the special nature of health care and of society’s moral
obligation to achieve equity, without taking a position on whether the
term “obligation” should be read as entailing a moral right. The
Commission reaches this conclusion for several reasons: first, such a
right is not legally or Constitutionally recognized at the present time;
second, it is not a logical corollary of an ethical obligation of the type the
Commission has enunciated; and third, it is not necessary as a

20 Similarly, sometimes governmental decisions decrease the private sector’s
role in foreseeable ways. For example, the advent of Medicare was accompanied
by a sharp alteration in the types and amount of private health insurance
available to persons over 65 years of age. In 1965, 57% of this age-group had
some form of private insurance. At present, 57% have private insurance but the
current policies are designed to fill in the gaps in Medicare coverage and not to
cover basic costs.
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foundation for appropriate governmental actions to secure adequate
health care for all.

Legal rights. Neither the Supreme Court nor any appellate court
has found a constitutional right to health or to health care.> However,
most Federal statutes and many state statutes that fund or regulate
health care have been interpreted to provide statutory rights in the form
of entitlements for the intended beneficiaries of the program or for
members of the group protected by the regulatory authority. As a
consequence, a host of legal decisions have developed significant legal
protections for program beneficiaries. These protections have prevented
Federal and state agencies and private providers from withholding
authorized benefits and services. They have required agencies and
providers to deliver health care to eligible individuals—the poor,
elderly, handicapped, children, and others.?

In addition, Federal statutes protecting the civil rights of all
citizens and the constitutional provisions on equal protection and due
process have been interpreted to apply both to governmental agencies
and to private health care providers in certain circumstances. Decisions
affecting beneficiaries and providers must be made through orderly and
fair processes, and there can be no discrimination based on race, sex,
handicap, or age in the allocation of resources and operation of the
health care programs.”® A recent study by the Institute of Medicine
presents evidence showing the continuing existence

21 See Harris v. McRae, 448 U.S. 297, 318 (1980) (publicly funded abortions);
Maher v. Roe, 432 U.S. 464, 469 (medical treatment).

22 The majority of the litigation has focused on the Medicare and Medicaid
programs. One line of cases concerns questions of eligibility, such as Schweiker
v. Gray Panthers, 453 U.S. 1 (1981) (“deeming” resources as available to the
beneficiary for purposes of determining eligibility). Another line concerns
limitations in services, such as White v. Beal, 413 F.Supp. 1141, aff’d 555 F.2d
1146 (3rd Cir. 1977) (impermissibly reducing Medicaid services by identifying
mandatory services as optional). Still another line concerns the procedures that
states are required to follow in administering the programs, such as Elder v.
Beal, 609 F.2d 695 (3rd Cir. 1979) (requiring the state to notify beneficiaries
adequately of reduction in services).

23 The courts have differed, however, in their determinations of what constitutes
prohibited discrimination. Thus, Cook v. Ochsner, 61 F.R.D. 354 (E.D. La.
1972), holds that HEW was obligated to require private hospitals, funded partly
by Federal Hill-Burton funds, to accept Medicaid patients, regardless of
conflicting hospital policies. The court in NAACP v. Wilmington Medical
Center, 453 F.2d 1247 (3rd Cir. 1979), found that the plaintiffs had not proved
discrimination, but also held that an inner-city hospital receiving Medicaid
reimbursement could relocate its services to the suburbs only if it demonstrated
that no alternatives existed that would produce less of a discriminatory impact
on the hospital’s minority, aged, and handicapped inner-city patients.
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of distinctive, separate, or segregated patterns in the sources of care and
the amount of care received. These patterns were found to be
influenced by such factors as patient income, source of payment for
care, geographic location, race, and ethnicity.?

Moral obligations and rights. The relationship between the
concept of a moral right and that of a moral obligation is complex. To
say that a person has a moral right to something is always to say that it
is that person’s due, that is, he or she is morally entitled to it. In
contrast, the term “obligation” is used in two different senses. All
moral rights imply corresponding obligations, but, depending on the
sense of the term that is being used, moral obligations mayor may not
imply corresponding rights. In the broad sense, to say that society has a
moral obligation to do something is to say that it ought morally to do
that thing and that failure to do it makes society liable to serious moral
criticism. This does not, however, mean that there is a corresponding
right. For example, a person may have a moral obligation to help those
in need, even though the needy cannot, strictly speaking, demand that
person’s aid as something they are due.

The government’s responsibility for seeing that the obligation to
achieve equity is met is independent of the existence of a
corresponding moral right to health care. There are many forms of
government involvement, such as enforcement of traffic rules or
taxation to support national defense, to protect the environment, or to
promote biomedical research, that do not presuppose corresponding
moral rights but that are nonetheless legitimate and almost universally
recognized as such. In a democracy, at least, the people may assign to
government the responsibility for seeing that important collective
obligations are met, provided that doing so does not violate important
moral rights.”®

As long as the debate over the ethical assessment of patterns of
access to health care is carried on simply by the assertion and refutation
of a “right to health care,” the debate will be incapable of guiding
policy. At the very least, the nature of the right must be made clear and
competing accounts of it compared and evaluated. Moreover, if claims
of rights are to guide policy they must be supported by sound ethical
reason-

24 Institute of Medicine, HEALTH CARE IN A CONTEXT OF CIVIL
RIGHTS, National Academy of Sciences, Washington (1981).

25 Where a basic right is concerned, such as the right to free speech, even an
increase in social welfare is not a sufficient reason for stifling the exercise of
that right. However, both the legal system and sound ethical tradition recognize
that people have no absolute moral or legal right to use their property as they
see fit. This right is limited by government’s authority to tax, so long as the
requirements of due process are satisfied.
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ing and the connections between various rights must be systematically
developed, especially where rights are potentially in conflict with one
another. At present, however, there is a great deal of dispute among
competing theories of rights, with most theories being so abstract and
inadequately developed that their implications for health care are not
obvious. Rather than attempt to adjudicate among competing theories of
rights, the Commission has chosen to concentrate on what it believes to
be the more important part of the question: what is the nature of the
societal obligation, which exists whether or not people can claim a
corresponding right to health care, and how should this societal
obligation be fulfilled??®

Meeting the Societal Obligation

How Much Care is Enough? Before the concept of an adequate
level of care can be used as a tool to evaluate patterns of access and
efforts to improve equity, it must be fleshed out. Since there is no
objective formula for doing this, reasonable people can disagree about
whether particular patterns and policies meet the demands of adequacy.
The Commission does not attempt to spell out in detail what adequate
care should include. Rather it frames the terms in which those who
discuss or critique health care issues can consider ethics as well as
economics, medical science, and other dimensions.

Characteristics of adequacy. First, the Commission considers it
clear that health care can only be judged adequate in relation to an
individual’s health condition. To begin with a list of techniques or
procedures, for example, is not sensible: A CT scan for an accident
victim with a serious head injury might be the best way to make a
diagnosis essential for the appropriate treatment of that patient; a CT
scan for a person with headaches might not be considered essential for
adequate care. To focus only on the technique, therefore, rather than on
the individual’s health and the impact the procedure will have on that
individual’s welfare and opportunity, would lead to inappropriate policy.

Disagreement will arise about whether the care of some health
conditions falls within the demands of adequacy. Most people will
agree, however, that some conditions should not be

26 Whether the issue of equity is framed in terms of individual rights or societal
obligation, it is important to recall that society’s moral imperative to achieve
equitable access is not an unlimited commitment to provide whatever care,
regardless of cost, individuals need or that would be of some benefit to them.
Instead, society’s obligation is to provide adequate care for everyone.
Consequently, if there is a moral right that corresponds to this obligation, it is
limited, not open-ended.

401-5530-83-4
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included in the societal obligation to ensure access to adequate care. A
relatively uncontroversial example would be changing the shape of a
functioning, normal nose or retarding the normal effects of aging
(through cosmetic surgery). By the same token, there are some
conditions, such as pregnancy, for which care would be regarded as an
important component of adequacy. In determining adequacy, it is
important to consider how people’s welfare, opportunities, and
requirements for information and interpersonal caring are affected by
their health condition.

Any assessment of adequacy must consider also the types, amounts,
and quality of care necessary to respond to each health condition. It is
important to emphasize that these questions are implicitly comparative:
the standard of adequacy for a condition must reflect the fact that
resources used for it will not be available to respond to other conditions.
Consequently, the level of care deemed adequate should reflect a
reasoned judgment not only about the impact of the condition on the
welfare and opportunity of the individual but also about the efficacy and
the cost of the care itself in relation to other conditions and the efficacy
and cost of the care that is available for them. Since individual cases
differ so much, the health care professional and patient must be flexible.
Thus adequacy, even in relation to a particular health condition,
generally refers to a range of options.

The relationship of costs and benefits. The level of care that is
available will be determined by the level of resources devoted to
producing it. Such allocation should reflect the benefits and costs of the
care provided. It should be emphasized that these “benefits,” as well as
their “costs,” should be interpreted broadly, and not restricted only to
effects easily quantifiable in monetary terms. Personal benefits include
improvements in individuals’ functioning and in their quality of life, and
the reassurance from worry and the provision of information that are a
product of health care. Broader social benefits should be included as
well, such as strengthening the sense of community and the belief that no
one in serious need of health care will be left without it. Similarly, costs
are not merely the funds spent for a treatment but include other less
tangible and quantifiable adverse consequences, such as diverting funds
away from other socially desirable endeavors including education,
welfare, and other social services.

There is no objectively correct value that these various costs and
benefits have or that can be discovered by the tools of cost/benefit
analysis. Still, such an analysis, as a recent report of the Office of
Technology Assessment noted, “can be very helpful to decision makers
because the process of analysis gives structure to the problem, allows an
open consideration of
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all relevant effects of a decision, and forces the explicit treatment of key
assumptions.”?” But the valuation of the various effects of alternative
treatments for different conditions rests on people’s values and goals,
about which individuals will reasonably disagree. In a democracy, the
appropriate values to be assigned to the consequences of policies must
ultimately be determined by people expressing their values through
social and political processes as well as in the marketplace.

Approximating adequacy. The intention of the Commission is to
provide a frame of reference for policymakers, not to resolve these
complex questions. Nevertheless, it is possible to raise some of the
specific issues that should be considered in determining what constitutes
adequate care. It is important, for example, to gather accurate
information about and compare the costs and effects, both favorable and
unfavorable, of various treatment or management options. The options
that better serve the goals that make health care of special importance
should be assigned a higher value. As already noted, the assessment of
costs must take two factors into account: the cost of a proposed option in
relation to alternative forms of care that would achieve the same goal of
enhancing the welfare and opportunities of the patient, and the cost of
each proposed option in terms of foregone opportunities to apply the
same resources to social goals other than that of ensuring equitable
access.

Furthermore, a reasonable specification of adequate care must
reflect an assessment of the relative importance of many different
characteristics of a given form of care for a particular condition.
Sometimes the problem is posed as: What amounts of care and what
quality of care? Such a formulation reduces a complex problem to only
two dimensions, implying that all care can readily be ranked as better or
worse. Because two alternative forms of care may vary along a number
of dimensions, there may be no consensus among reasonable and
informed individuals about which form is of higher overall quality. It is
worth bearing in mind that adequacy does not mean the highest possible
level of quality or strictly equal quality any more than it requires equal
amounts of care; of course, adequacy does require that everyone receive
care that meets standards of sound medical practice.

Any combination of arrangements for achieving adequacy will
presumably include some health care delivery settings that mainly serve
certain groups, such as the poor or those covered by public programs.
The fact that patients receive care in different settings or from different
providers does not itself

27 Office of Technology Assessment, U.S. Congress, THE IMPLICATIONS OF
COST-EFFECTIVENESS ANALYSIS OF MEDICAL TECHNOLOGY,
SUMMARY, U.S. Government Printing Office, Washington (1980) at 8.
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show that some are receiving inadequate care. The Commission believes
that there is no moral objection to such a system so long as all receive
care that is adequate in amount and quality and all patients are treated
with concern and respect.

At this point, the complexity of the problem of deciding what
constitutes adequate care is apparent. However, clear and useful
conclusions can emerge even when there is no agreement on the details
of adequacy. In the case of pregnant women, for example, there is a
consensus in the United States that some prenatal care, the attention of a
trained health professional during labor and delivery, and some
continuity between the two are all essential for an adequate level of care.

A stronger consensus is required if proposals for change are to be
evaluated. Some of the processes that may be used to develop a societal
consensus on adequacy are already a familiar feature of the health care
system, and do in fact play a
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role in determining the amount of care that is provided, especially to
beneficiaries of public programs.?®

Professional judgment. Physicians and other professionals who
provide health care are familiar with human needs for care, so that the
first means that might be employed in defining an adequate level of
health care would be a reliance on individual health care practitioners’
judgment of the “medical necessity” of any particular service. However,
sole reliance on professional judgment in setting limits is not appropriate
because of professionals’ tendency to provide all possible medically
beneficial care. At the very least, the extent and manner in which
professionals exercise judgment to limit the use of care that is of little
benefit (relative to cost) varies widely. Thus, without substantial
changes in individual health care professionals’ present practices, this
method of defining adequate health care is likely to result in an
uncertain and overly inclusive definition.

Another way that professional judgment might be used to define
adequacy is to rely on the standards of medical practice as adopted by
the professional community through, for example, consensus
conferences. The advantage of such an approach is the specialized
knowledge of the effects of care that such people have. However, there
are also serious disadvantages.

Professionals have no special expertise in deciding how the effects
of medical care ought to be valued, either with respect to the relative
value of different dimensions of care or, particularly, the value attached
to health care relative to other goods. In the last two or three decades,
for example, there have been major changes in prenatal and obstetrical
care, in many cases in response to the preferences of parents: changes in
the use of anesthesia; the kind of contact possible between mother,
father, and infant in the hospital; the information provided to the family
about the birth process; support for breast-feeding as opposed to
formula-feeding. These changes were never shown to be harmful or
uniformly beneficial, but rather represent differences in the valuing of
benefits.?®

Professionals often have no special knowledge of the costs of
different alternatives and perhaps little appreciation of the other goods
foregone for the sake of health care. Studies show

28 For a discussion of determinations of the amount and type of care under
public programs, see Chapter Three infra, although the processes now used
would not necessarily have the same role in the determinations of adequacy
recommended here.

29 In many cases there is now a medical consensus that the new practices are in
fact superior. Nevertheless, strong pressure from consumers was required to
bring some of them about.
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that practitioners are frequently unaware of the financial costs of many
of the tests and procedures that they order.*

Finally, their involvement with the delivery of care may
sometimes create a barrier to full consideration of all options. Many
observers have noted a bias in health care in this country toward the
introduction of expensive, high-technology-based procedures delivered
by existing institutions and against the introduction of alternative ways
to provide services at lower cost.*

Because of these factors, professional judgment cannot stand
alone as the determinant of adequate care, but the specialized
knowledge of health care professionals about the effects of health care
is essential as part of any process of determining adequacy.

Average current use. The United States at present has a
sophisticated health care system and there is reason to suppose that the
average American obtains an adequate total amount of care. Defining
adequacy in terms of the level of care presently enjoyed by the average
person has the advantage of realism: it reflects the outcome of the
health care system as it now operates—what actually happens as a
result of patient-

30 “Indeed, there is ample evidence that medical students, interns, residents, and
even medical faculty are equally uninformed about the prices of the tests and
treatments they order.” Anthony L. Komaroff, The Doctor, the Hospital, and
the Definition of Proper Medical Practice (1981), Appendix U, in Volume
Three of this Report, at Education, in section five. Komaroff cites a number of
studies as examples: S.P. Kelly, Physicians’ Knowledge of Hospital Costs, 6 J.
FAM. PRAC. 171 (1978); S.J. Dresnick et al., The Physician’s Role in the
Cost-Containment Problem, 241 JAM.A 1606 (1979); J.K. Skipper et al.,
Medical Students’ Unfamiliarity with the Cost of Diagnostic Tests, 50 J. MED.
EDUC. 683 (1975); L.R. Kirkland, The Physician and Cost Containment, 242
J.AM.A 1032 (1979).
31 Dean David Mechanic of Rutgers University gives the following example of
this:
One of the most prevalent conditions among children is sore throats,
and it is routine to take a throat culture before treatment to assess
whether the cause is a streptococcal infection. Typically, the mother is
required to bring the child to a pediatrician for the culture, often
involving inconvenience and considerable expense. As an experiment at
the Columbia Medical Plan has demonstrated, mothers can be
effectively instructed to take a throat culture at home, negating the need
for physician and nurse care in most instances and increasing the
convenience and satisfaction of the mother. The barriers to individual
responsibility built in to medical care must be reviewed carefully, and
efforts should be made to modify them.
David Mechanic, FUTURE ISSUES IN HEALTH CARE: SOCIAL POLICY
AND THE RATIONING OF MEDICAL SERVICES, The Free Press, New
York (1979) at 37 (citation omitted).
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provider interaction, not merely what planners believe ought to happen.

Nevertheless, there are good reasons to pause before adopting
“current use” as the benchmark of adequacy. Many distortions in
people’s true preferences for health care affect the average level of care
received—for example, those whose access is now unduly limited bring
down the average, while those who overspend for health care because of
insurance and tax advantages (discussed in Chapter Three) inflate the
average. Also, structural characteristics of the delivery system can mean
that even people with good access do not necessarily receive an
appropriate mix of services.

A possible variation of the concept of average use is to adopt as a
point of reference the care received by people of average financial
means who live in areas that are sufficiently provided with health care
resources. This approach could incorporate a broader dimension of
preferences, including an explicit consideration of the value of care
relative to its cost. Unlike most approximations of adequacy this concept
is more amenable to measurement. In fact, a modification of average
use—people with similar health conditions receiving the same volume
of care at a standard acceptable to middle-class Americans—is now
employed by the Robert Wood Johnson Foundation in determining when
adequacy is achieved.*

Unfortunately, this approach also has its weaknesses. Again, in
making choices about health care, patients may inappropriately evaluate
those costs that are covered by insurance. Moreover, recognizing their
lack of knowledge, patients generally rely heavily on their practitioner’s
judgment, which as noted earlier may favor care that is
disproportionately costly relative to its benefits. On the other hand, if a
patient makes an independent choice it may be an uninformed one that
rejects care that is actually of significant benefit relative to its cost.
Thus, people of average means may lack some care that ought to be part
of an adequate level while they receive some care that ought not to be
included in it.

Nevertheless, this concept also has a role to play in determining
adequacy. In particular, if some of the distorting factors could be
lessened, the care sought by well-educated people of average means
might be a reasonable benchmark, at least for the treatment of serious
conditions.

List of services. Another alternative is to attempt to specify a list of
services to be included within an adequate level of health care. An
example is the list of “basic health services” in the Health Maintenance
Organization (HMO) Act of 1973 (as amended), which includes
physician services,

32 Testimony of Robert J. Blendon, transcript of 24th meeting of the President’s
Commission (Sept. 10, 1982) at 21.
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inpatient and outpatient hospital services, emergency health services,
short-term outpatient mental health services (up to 20 visits), treatment
and referral for drug and alcohol abuse, laboratory work and X-rays,
home health services, and certain preventive health services.*

The broad categories on this list might be broken down into more
specific services. However, such a list of services is no more a
specification of an adequate level of care than a list of foods is an
adequate diet. What makes the HMO list into an “adequate level”
specification is its combination with a delivery mechanism that relies on
professional judgment to determine the appropriate amounts of services
on a case-by-case basis, with organizational and financial incentives to
weigh the benefits of services against cost. Other approximations in this
same spirit include insurance contracts that incorporate reviews of the
appropriateness of services received.

Overall evaluation. It would, of course, be possible to combine
several approaches—by specifying categories of services that must be
available as part of adequate care, for example, while placing limits on
the overall use of services through a health insurance package valued at a
specified amount. Another variation of this approach would involve an
effort by the medical profession to redefine standards of practice to
incorporate some assessments of the costs and benefits of acceptable
alternative therapies. This might be achieved through medical education,
consensus conferences, and other methods. Such determinations would,
of course, take place within a process that allowed an interplay between
the health care professions and political and other social factors.

The Commission cites these alternatives as examples of possible
initial approaches to approximating an adequate level of health care that
should be available to all Americans. There are both theoretical and
practical differences between these approaches, yet each has something
to offer, separately and together. For the purpose of health policy
formulation, general theories as well as ordinary views of equity do not
determine a unique solution to defining adequate care but rather set some
broad limits within which that definition should fall. It is reasonable for
a society to turn to fair, democratic political procedures to make a choice
among just alternatives. Given the great imprecision in the notion of
adequate health care, however, it is especially important that the
procedures used to define that level be—and be perceived to be—fair.

When Are Burdens Excessive? As in the definition and
assessment of adequacy, reasonable people may hold a range

33Health Maintenance Organization Act of 1973 (Pub. L. No. 93-222).
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of views about what is an excessive or disproportionate burden in
obtaining care under particular circumstances. Virtually unanimous
agreement can be expected in judging some burdens to be too great, but
a consensus on others will be more difficult to achieve.

It is reasonable to assume, for example, not only that adequacy
includes the availability of a health care professional at the delivery of a
baby, but also that women living in rural communities should generally
not have to travel so far that their health or that of their infants is
endangered. Obviously every rural county need not have a tertiary-care
medical center. Rather, initial access to a basic range of services should
be reasonably available. A referral system should be in place for more
specialized services not locally available. This may require providing
transportation to the more specialized provider as well as other ancillary
and support services.

Some reasonable assumptions can also be made about the level at
which the financial burden incurred in obtaining adequate care becomes
excessive. The financial outlay for a medical procedure can be
considered excessive if it drains the family’s resources and precludes
the purchase of other necessities such as food or shelter. Individual
circumstances are also important in evaluating a financial burden; the
cost of obtaining adequate care will fall differently on families of
similar income, for example, if one family has six children and another
has none.

Wide variations in the proportion of income devoted to securing
adequate care among families of different incomes do not necessarily
constitute inequities. However, such differences should trigger concern
that inequities could exist and should be carefully scrutinized to
determine if this is the case.

What Distribution of Cost is Fair? Equity not only requires that
no one bear an excessive burden to obtain care; it also requires fairness
in the distribution of the cost to achieve this situation. If an individual
does not shoulder the full cost of obtaining the care that he or she uses
(through out-of-pocket payments, insurance premiums, and taxes) then
someone else will bear a share of the cost. Where the cost of care
should fall is a political decision, but it should be guided by ethical
principles that reflect the societal concern about the fair distribution of
health care in the first place.

A fundamental conclusion from these principles is that the healthy
should share in the cost of adequate care for those who are less healthy.
In light of the importance of health care and the fact that differences in
the need for care are largely undeserved, the cost of illness should be
spread broadly without regard to people’s actual or probable use of
care. In practical terms, this means out-of-pocket payments for health
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care should be minimized and insurance premiums or health care taxes
should be independent of a person’s state of health.

This argument applies only to adequate care; it does not mean that
the cost of care above the level of adequacy ought to be spread widely.**
However, special moral arguments exist for providing extra care to
certain individuals; for example, society has shown a sense of obligation
to provide more extensive care to soldiers injured in combat. Each
category needs to be evaluated on its merits. Outside of these special
situations, the Commission believes that the moral obligation to ensure
adequate care to all ought to be fulfilled before public resources are
used to provide care above this level. Moreover, the Commission
believes that the moral obligation to ensure equitable access to health
care should take precedence over other public activities that are
legitimate matters for public concern but that are of lesser moral
significance.

Although spreading the cost of care broadly is desirable in that it
lessens the burdens imposed on those who need health care, the
disadvantages of this approach cannot be ignored. Whenever insurance
is provided, individuals have little or no personal incentive to limit their
consumption; therefore, this way of redistributing costs is likely to
increase total expenditures on the activity. To address this difficulty, it
is acceptable to take measures to limit “overuse”—including direct
charges to individuals for the care they use—as long as these measures
neither prevent people from receiving adequate care nor impose
excessive burdens.®

Unfortunately, it is difficult to devise measures that can make the
necessary distinctions. It is difficult to develop insurance contracts that
insure people for just an adequate level of care and no more, or delivery
systems that deliver just adequate care. The result is that individuals are
covered for too little or too much; in fact, the combination of cost-
sharing and third-party coverage (private and public) that most people
have usually does both at the same time. They receive too

34 Although it would not be immoral to fail to provide additional beneficial care,
society might be better served if it were provided, and there may be sound
practical reasons for doing so collectively rather than leaving it to private
initiative. For example, there may be benefits to society as a whole as well as to
the individuals who receive the care. Everyone could benefit from a healthier
work force, for example, or a healthier soldiery. Moreover, individuals may wish
to guarantee themselves access to these benefits through voluntary private insur-
ance arrangements, or a collective decision could be taken to provide additional
care at public expense to some or all individuals.

35 The moral implications of measures such as cost-sharing differ when they are
limiting access to adequate, rather than more-than-adequate, care. The cost of
securing adequate care should be spread as broadly as possible; the cost of more-
than-adequate care ought normally to fall in relation to actual or probable use.
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much care for some conditions and/or bear too little of the cost; for other
conditions, they receive too little care and/or bear too much of the cost.
A major point of ethical evaluation of any health policy must be the way
in which it distinguishes adequate from more-than-adequate care and
spreads the cost of each appropriately.

People with greater financial resources should share the cost of
adequate care for those with fewer financial resources. Just as those who
have higher incomes can afford a greater financial outlay for their own
care without excessive sacrifice, so can they bear a greater share of the
cost of adequate care for the low income. A fair distribution of cost
across income groups may be brought about in many different ways—
through various combinations of insurance premiums, out-of-pocket
payments, taxes, and publicly and privately provided free care. The issue
of ethical significance is the equity of the total distribution of costs
across individuals at different income levels.®

Direct payment of insurance premiums and of charges for care at
the time of use are possible mechanisms to restrain overuse and to foster
an appreciation of the cost of the care received. However, special
attention must be paid to finding a level of personal payment that will be
high enough to achieve the desired results but not so great as to prevent
poorer patients from receiving adequate care or as to saddle such patients
with excessive costs. One method is to scale premiums or out-of-pocket
charges to patients’ incomes.

The cost of adequate care for people of varying health status and
income should be shared on a national basis. A sick person in
Mississippi imposes as much of a moral obligation on a taxpayer in
Connecticut as a sick person in Connecticut does. There are both
practical and ethical reasons why cost should be distributed broadly
among parts of the country as among individuals. People, goods, and
financial resources move freely throughout the United States. The
prosperity of each section of the country rests to a considerable extent on
what happens in the rest of the country. Furthermore, the number of
people who need help to obtain health care in a given state or locality is
often partly the result of national policies. The number of unemployed
auto workers in Detroit, for example, or of Cuban and Haitian refugees
in Florida is influenced by national policies on interest rates and
immigration. It would be unfair, therefore, for all governmental health
care funds to be raised on a state or local basis, since that would force
some people to

36 Although wealthy individuals can contribute more for the care of others
without excessive sacrifice, people in the middle class, a far larger part of the
population, are likely to be the major source of the funds required to secure
equitable access because of their greater numbers.
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face a much higher share of such costs because they live in an area that is
adversely affected by national policies. It would also provide an
incentive for states to set such low health care budgets for their care that
some people might feel that they will be able to obtain adequate care
only by moving to another state.*’

This does not mean, however, that all the institutions designed to
help bring about equitable access to care must be governmental, or,
when they are governmental, that they must be Federal. What is
important is who ultimately bears the cost. There are many different
combinations of public and private mechanisms that could spread the
cost of guaranteeing equitable access appropriately across individuals of
different health statuses and financial resources without regard to place
of residence. There may be excellent reasons for locating the
administration of policies and programs at lower levels of government
and requiring the use of local fiscal resources. Nevertheless oversight is
required at the highest level of government to ensure that the resulting
distribution of cost is, in fact, equitable.®®

Limitations on Individuals’ Choices. Every system for organizing
an activity places some limitations on individual choice. In the existing
health care system, for example, many Americans are unable to choose
the source or type of health care they would prefer or are even unable to
obtain care because they do not have adequate health insurance. The
difficulties created by lack of care can in turn limit individuals’ freedom
if their ill health deprives them of opportunities. Restricted alternatives
also regularly confront health care practitioners and hospital
administrators—for example, whether to turn away those who cannot
pay for care or to absorb the cost of treating them (sometimes by shifting
the burden to their paying patients). Moreover, lack of adequate care
itself greatly limits individuals’ freedom of choice when illness deprives
them of opportunities.

Thus, the issue is what kinds of limitations on choice are most
consistent with fulfilling society’s moral obligation to provide equitable
access to health care for all. Certain types of

37 This is not to say that individual localities, following the usual democratic
processes, are not free to choose to support the provision of care over and above
an adequate level for their residents. But Federal support of the latter should not
be provided until access to adequate care without excessive burdens is assured
nationwide.

38 It would also be inequitable were some health care providers to be penalized
financially because society has failed to fulfill its obligation to secure equitable
access to care. For example, in a rural area with limited medical services, a
physician may be forced to choose between leaving some poor patients without
care and absorbing costs that should be spread more equitably.
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restrictions appear to be acceptable. For example, the freedom of people
to seek or to provide health care is limited by licensure, in order to
protect against quackery. Similarly, since an adequate level is something
less than all care that might be beneficial, patients’ choices will be
limited to that range unless they are able to pay for care that exceeds
adequacy.

Any pursuit of equity entails some limitations on choice. However,
limitations that occur in pursuit of equity are more ethically acceptable
than those that occur when no principle of comparable importance is
being advanced.
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Health Care

Most Americans have access to a variety of highly trained health
care providers, sophisticated medical institutions, and a vast array of
preventive, restorative, and therapeutic services. Yet access to care is
limited for millions of citizens—most notably working families of
modest income, the very poor, members of racial and ethnic minorities,
and people who live in very rural and inner-city communities. Thus,
despite recent improvements, the United States remains a nation of
contrasts: the life span of the average person has increased, but infants
born to mothers with limited access to care die within the first year of
life at inordinately high rates; sophisticated life-saving technologies
have been developed, yet many Americans fail to receive basic
preventive services; most citizens are insured against the high cost of
medical care, but millions of families lack the financial resources to
purchase health services.

The Benefits of Health Care

Because the Commission was mandated to study differences in the
availability of health care, this chapter focuses on the nature and
magnitude of existing disparities in access to health care and their
relationship to the ethical standards set forth in Chapter One. Yet the
Commission’s attention to this task should neither overshadow the
great contribution that health care has made to improving well-being in
this country nor obscure the impressive progress, particularly of the last
two decades, in making health care more widely available.

Improved Health. Although many developments—such as
improvements in nutrition, housing, sanitation, and education—have
played large parts in the dramatic advances in the overall health of the
American public over the last 100 years, medical care and research
have made particularly significant
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contributions to the control of disease, increased longevity, and
improved quality of life. Clear proof of medicine’s contribution to
improved health came with the control of a variety of acute infectious
diseases in the middle of this century.' Epidemics that once annihilated
whole communities are merely memories. Many Americans recall the
death of family members or neighbors from pneumonia or influenza
before the discovery of antibiotics. Vaccines have dramatically reduced
the incidence of poliomyelitis, measles, and a host of crippling diseases
and now provide permanent protection (see Figures 1 and 2).°
Diphtheria, smallpox, tuberculosis, and many other infectious diseases
that were leading causes of death at the turn of the century no longer
threaten the nation’s health.

The increased ability of medical science to treat and cure infectious
diseases and control other conditions has contributed to longer life
expectancy. In 1900, the life expectancy at birth was 47 years; children
born today can expect to live to the age of 74 (see Figure 3). The overall
infant mortality rate has also decreased dramatically: in 1950, 29 of
every 1000 infants born died within the first year of life; today, that
number has dropped to below 13.> And modern obstetrics has vastly
reduced the historically ubiquitous fear of maternal death from
childbearing.

The development and diffusion of medical technology since the
third decade of this century has revolutionized the delivery of medical
care and played a significant role in improving the overall health of
Americans. Medical technology has enabled such diagnostic and
therapeutic advances as noninvasive (CAT) scanning, hemodialysis,
bone marrow and organ transplantation, coronary artery bypass surgery,
total hip replacement, and cataract extraction and retinal surgery.

These improvements in the health of Americans and the delivery of
care have been accompanied by a shift in the profile of illness. Today,
the major impediments to health are diseases of a chronic nature. Better
management of such conditions as hypertension and certain neoplastic
diseases has resulted in increased longevity, reduced risk of severe
complications, and diminished pain and suffering. The prevention and
control of conditions such as diabetes and heart disease present a
significant challenge to the biomedical community and will require
long-term, continuing research.

1 Judith Walzer Leavitt and Ronald L. Numbers, eds., SICKNESS AND
HEALTH IN AMERICA, The Univ. of Wisconsin Press, Madison, Wisc. (1978).
2 John M. Last, ed., PUBLIC HEALTH AND PREVENTIVE MEDICINE,
Appleton-Century-Crofts, New York (11th ed. 1980).

3 National Center for Health Statistics, HEALTH UNITED STATES, 1982, Dept.
of Health and Human Services, U.S. Government Printing Office, Washington
(1982) at 53 (hereinafter cited as HEALTH U.S. 1982).
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Figure 1: Incidence of Reported Measles, 1951-1978*

Source: Dept. of Health, Education, and Welfare, HEALTHY PEOPLE, U.S.
Government Printing Office, Washington (1979) at 94.

800,000

700,000 A

Introduction of
Measles Vaccine

/

600,000 +

Number 509 000 4
of Cases

400,000

300,000 -

200,000 +

100,000

1950 1955 1960 1965 1970 1975 1980

*1978 data preliminary.

Figure 2: Incidence of Reported Poliomyelitis, 1951-1978*

Source: Dept. of Health, Education, and Welfare, HEALTHY PeopLE, U.S.
Government Printing Office, Washington (1979) at 94.
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Figure 3: Average Life Expectancy at Birth,
Selected Years, 1900-1980*
Source: National Center for Health Statistics, Dept. of Health and Human

Services, HEALTH UNITED STATES 1982, U.S. Government Printing Office,
Washington (1982) at 53.
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Many of the improvements in health care are subtle and go
unrecorded in the statistics used to measure health status. For example,
advances in the clinical capability to pin broken hips have contributed
significantly to improving the functioning and quality of life of the
elderly.* These intangibles may be partially reflected in such measures
as self-assessments of health, but their impact is not generally recorded
in traditional health status statistics. Their importance is revealed in the
changing nature of the definition of health in post-industrial societies,
as described at the 1980 meeting of the Institute of Medicine:

Traditionally, improvements in medical care have been, in the
public mind, synonymous with decreases in death rates and
increased life expectancy. However, during the last several
decades most of what we do as health professionals has shifted
from a simple focus on the prevention of death to efforts to
restore individuals who are physically or mentally below par to
their maximal

4 James C. Butler, ed., SPECIAL REPORT/NUMBER ONE, The Robert Wood
Johnson Foundation, Princeton, N.J, (1978) at 5.
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potential function within the larger society. We have moved well
beyond the concerns of simply preserving or extending life per
se, to deal primarily with technologies and treatments aimed at
improving the capacities of individuals within their lifespan to
assume more fully their work and family roles.”

Better Access to Care. In addition to the improvements in health
caused by biomedical advances, others can be traced to the impressive
strides made in ensuring more Americans access to the benefits of the
health care system. The major public financing programs that were
introduced two decades ago have broadened the system’s ability to
respond to unmet health care needs. Two leading commentators on the
health care system have noted that following the enactment of these
programs: “More people attained regular access to health services than
ever before. A backlog of long-neglected needs, especially among the
elderly and the poor, was specifically addressed, although their special
problems were not fully resolved.”®

Furthermore, a recent study shows that the increased use of
medical care is positively associated with a decrease in mortality.’
Historically, age-adjusted mortality rates have been highest among the
underserved. However, since the introduction in the mid-1960s of
public programs targeted at people with restricted access to care,
premature death rates have dropped dramatically. Between 1970 and
1978, age-adjusted adult mortality dropped twice as fast as it did
between 1960 and 1969.% Declining death rates from specific conditions
also coincided with the increased use of medical care by public program
beneficiaries: between 1968 and 1980, for example, overall deaths from
influenza and pneumonia dropped by 53%, from tuberculosis by 52%,
from diabetes by 31%, and during childbirth by 72%.°

5 David E. Rogers, Linda H. Aiken, and Robert J. Blendon, Personal Medical
Care: Its Adaptation to the 1980s, Institute of Medicine, Washington, mimeo.
(1980) at 21-23.

6 Anne R. Somers and Herman M. Somers, HEALTH AND HEALTH CARE:
POLICIES IN PERSPECTIVE, Aspen Systems Corporation, Germantown, Md.
(1977) at 108.

7 Jack Hadley, MORE MEDICAL CARE, BETTER HEALTH? AN
ECONOMIC ANALYSIS OF MORTALITY RATES, Urban Institute Press,
Washington (1982).

gld. at 2-3.

9 David E. Rogers, Robert J. Blendon, and Thomas W. Maloney, Who Needs
Medicaid?, 307 NEW ENG. J. MED. 13, 16 (1982). Although these figures
reflect drops in mortality for the entire U.S. population, they evidence a period
in time when the use of medical services by beneficiaries of public programs
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Similar improvement has occurred in the overall rate of infant
mortality. Infant death rates remained relatively unchanged in the
decade prior to the 1965 enactment of the Medicaid program, which
made medical services available to many poor mothers and their
infants.’ Since then the overall infant death rate has declined from 24.7
per 1000 live births to 12.5 in 1980." Also, the disparity between the
white infant death rate and that of others has narrowed since 1965 (see
Figure 4). Of course, the overall drop in both adult and infant death rates
cannot be attributed only to an improvement in rates among the
underserved, but gains by this group have played a role in the overall
decline.

A recent national analysis shows that publicly supported health
centers, designed to increase access for those not receiving adequate
care, have had a substantial impact in reducing infant mortality rates.*
Limited evidence from several independent studies leads to a similar
conclusion. In one poor, rural area served by a Federally funded health
center, infant mortality dropped by 40% in the four years following the
center’s establishment. After the opening of a community health center
in another Southern county, the infant mortality rate for blacks (most of
whom used the health center) declined by 38%.** Similar results can be
seen among the urban poor: a 25% decrease in infant mortality was
attributed to the presence of a neighborhood health center network in
Denver.** In Alabama, the infant mortality rate dropped from 20 per
1000 live births in 1976 to approximately 13 in 1981. This drop was not
accompanied by a change in birth-weight distribution or other
demographic shifts. Experts believe that this consider-

10 National Center for Health Statistics, HEALTH UNITED STATES, 1981,
Dept. of Health and Human Services, U.S. Government Printing Office,
Washington (1981) at 112 (hereinafter cited as HEALTH U.S. 1981). See also
Congressional Budget Office, U.S. Congress, MEDICAID: CHOICES FOR 1982
AND BEYOND, U.S. Government Printing Office, Washington (1981) at 19-23.
11 HEALTH U.S. 1982, supra note 3, at 54; 1980 figure is provisional.

12 Fred Goldman and Michael Grossman, The Responsiveness and Impacts of
Public Health Policy: The Case of Community Health Centers, at the 109th
Annual Meeting of the American Public Health Association, Los Angeles, Nov.
1-5, 1981.

13 Robert E. Anderson and Susan Morgan, Comprehensive Health Care: A
Southern View, Southern Regional Council, Atlanta, Ga. (1973), reviewed by
Karen Davis, Primary Care for the Medically Underserved: Public and Private
Financing, at American Health Planning Association and National Association of
Community Health Centers, Symposium on Changing Roles in Serving the
Underserved: Public and Private Responsibilities and Interests, Leesburg, Va.,
Oct. 11-13,1981, at 20-21.

14 A. Chabot, Improved Infant Mortality Rates in a Population Served by a
Comprehensive Neighborhood Health Program, 47 PEDIATRICS 989 (1971).
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Figure 4: Infant Mortality Rates by Race, 1950-1979

Source: National Center for Health Statistics, Dept. of Health and Human
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able drop in infant mortality was chiefly due to a concerted effort by the
state of Alabama to improve access to care for pregnant women and
their newborns.™ Similarly, the improved medical care provided by the
Indian Health Service is credited with much of the 70% reduction in
infant mortality rates of American Indians that occurred between 1960
and 1979."

The contribution of increased health care to improved health can be
significant, albeit not precisely measurable. A person’s health reflects a
composite of life-style, living standards, nutrition, education, and
environment as well as health and medical care. The fact that the
contribution of each cannot be independently isolated does not diminish
the evidence that improved health has paralleled the broadening of
access to care. If the current mortality rates were the same as those in
1965, each year 41,000 babies who now live would die, and 600 women
who now survive would die as a result of a pregnancy or childbirth."’

15 Statement submitted by Dr. Robert L. Goldenberg, Access to Medical Care in
Alabama-Pregnant Women and Infants, for 19th meeting or the President’s
Commission, Atlanta, Ga., mimeo. (April 2, 1982).

16 National Center for Health Statistics, HEALTH IN THE UNITED STATES:
CHARTBOOK, Dept. or Health, Education, and Welfare, U.S. Government
Printing Office, Washington (1980) at 12-13; 1979 figure, unpublished data from
National Center for Health Statistics.

17 Karen Davis, Medicaid and Health Care of the Poor, Statement before a joint
hearing of the Subcomm. on Oversight and Investiga-
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Although the problem of inequitable access has not been solved,
its proportions have been greatly diminished. Yet progress in closing
the remaining gaps in access to care may be harder because it is often
more difficult to make marginal changes than to marshal support for
eliminating glaring problems. This task presents a particular challenge
in light of the high level of public funds already devoted to health care.
Although Americans have placed great value on improving access to
health services, the pressures of continually rising health care costs and
adverse economic conditions could interfere with attempts to achieve
equity of access. Progress toward this end may not be sustained and
past gains may be further eroded in the years ahead unless there is both
a firm commitment to the objective and a realistic means of achieving
it.

Assessing Differences in Access

Evaluating the ethical implications of current patterns of access to
health care is a difficult and complex task: when does a “difference”
become an “inequity”? Some of the disparities described in this chapter
would not be regarded as inequities by everyone, but all would agree
that certain situations are inequitable. Moreover, not all inequities are
equally significant; some are more tolerable than others from an ethical
standpoint.

Chapter One provided two ethical criteria for determining whether
existing disparities are inequitable: are individuals able to secure
adequate care, and if so, are the burdens exacted in order to receive this
care excessive? The criteria are stated as ideals, to be fleshed out over
time and in the context of specific policy discussions. The data are
sufficient, however, to provide a basis for some relative judgments
about the “ethical implications of differences in the availability of
health care” among various population groups, as mandated in the
Commission’s authorizing statute.

The Meaning of Availability. The “availability of health care”
can be understood in different ways. Narrowly construed, it concerns
only the extent that a particular service is physically available to the
consumer. This interpretation emphasizes the supply and distribution of
health professionals, facilities, and institutions among communities.
One section of this chapter is specifically devoted to examining these
factors.

Taking into account whether individuals actually have access to
care, and whether they in fact secure it when needed,

tions and Subcomm. on Health and the Environment, Comm. on Energy and
Commerce, U.S. House of Representatives, July 27, 1981, at 8.
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leads to a fuller definition of availability. The accessibility of health
care is typically measured in the negative, by the absence of barriers to
someone’s ability to receive health services. Some of these obstacles
are straightforward: individuals without health insurance coverage are
acknowledged to be at a disadvantage in securing health care. One
section of this chapter is specifically devoted to the issue of payment
for health care. Other impediments—such as a person’s capacity to
“negotiate” the system (being able and willing to wait long hours in a
public hospital clinic, for example, or to secure transportation to a
health care provider)—are more subtle. These and other obstacles are
noted in this chapter, particularly in the section on the use of health
services.

Context and Limitations of the Data. In order to place the
information presented in this chapter in perspective several
demographic characteristics of the U.S. population must first be noted.
In 1980, the nation’s population exceeded 226 million people, an
increase of 11% during the preceding decade.® About 82% of
Americans are white, 12% black, and 6% Hispanic or another minority
group. Three-quarters of the people in the United States live in
metropolitan areas.

The median annual household income in 1980 was $17,710. The
Federally established poverty level that year for a nonfarm family of
four was $8414. About 13% of all U.S. households are classified as
poor; 11 % of all white households fall below the poverty line while
33% of black and 25% of Hispanic households are impoverished
according to government standards. Because a high proportion of
these minorities have low incomes, it is often unclear whether
comparisons among racial and ethnic groups reflect the effects of
income or of race and ethnicity per se.

Existing statistical data and information on differences in health
care based on income, race, ethnicity, or residence are not sufficiently
precise to paint a complete picture. Much of the data dealing with
disparities between racial and ethnic groups, for example, are collected
only for whites and blacks, excluding other minorities. Information on
income is often based on arbitrary categories; Federal poverty
guidelines, for instance, have been criticized as inadequate and
unrealistic assessments of poverty. Some argue that Federally defined
poverty levels are so low as to encompass only the poorest of the poor;
others contend that the poverty threshold tells only part of the story

18 Demographic information presented in the following two paragraphs is
derived from 1979 and 1980 U.S. Census Bureau data; racial information, from
U.S. Bureau of the Census, STATISTICAL ABSTRACT OF THE UNITED
STATES, 1981, U.S. Government Printing Office, Washington (1981); income
data, from U.S. Bureau of the Census, CURRENT POPULATION REPORTS:
CONSUMER INCOME, Series P-60, No. 131, U.S. Government Printing
Office, Washington (1982) at 7.
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since it fails to acknowledge in-kind assistance such as food stamps,
rental supplements, and health services available under public
programs. Much of the data presented here on regional differences
highlights conditions in the South, in part because the Commission’s
hearing in Atlanta permitted a closer look at that region and in part
because the demography of that area (especially its high proportion of
poor people) makes problems related to access to health care more
visible and more acute.'® Nonetheless, the problems of accessibility are
not confined to one racial/ethnic group, one income level, or one
region; they transcend all demographic boundaries.

The data also suffer from other important shortcomings: they fail,
for example, to do justice to the fact that individuals of varying race,
ethnicity, religion, and social class have different orientations toward
their health, medical care, and the health care system. The United
States is a richly diverse, pluralistic country in which the use of health
services is heavily influenced by social and cultural factors. Thus
access issues cannot be defined only in economic or political terms, but
also must encompass a sociocultural dimension.

There is a large body of literature on the impact of sociocultural
factors on health care. A patient’s socioeconomic background or
ethnicity can affect that person’s perception and characterization of
symptoms; whether, when, and where the person seeks care; the
interaction between the patient and the health care provider; the nature
of the diagnosis; and the type and course of treatment prescribed. One
study in the Southwest found, for example, that Anglos tended to seek
care from traditional medical sources while Spanish-speaking residents
tended to rely on a lay network of healers, practitioners of folk
medicine, and their own families.® Similar preferences for folk
remedies have been noted among native Americans and Hispanics.”*

A study of emergency room patients showed marked differences
in the likelihood of hospital admission that were

19 Examples of personal experiences are used to give a human face too much of
the chapter’s statistical data. These examples are not themselves evidence of the
nature and magnitude of problems of access, yet they convey—in a way the data
cannot—how people’s lives can be affected by the financial, geographic, social,
and cultural barriers that influence access to health care. See note 11,
Introduction supra.

20 Lyle Saunders, Healing Ways in the Spanish Southwest, in E. Gartly Jaco,
ed., PATIENTS, PHYSICIANS AND ILLNESS, The Free Press, New York (1958) at
189.

21 Robert E. Roberts and Eun Sul Lee, Medical Care Use by Mexican-
Americans: Evidence from the Human Population Laboratory Studies, 18 MED.
CARE 266 (1980); Thomas Stewart, Philip May, and Anita Muneta, A Navaho
Health Consumer Survey, 18 MED. CARE 1183 (1980).
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related to the patient’s race and socioeconomic status. Of 59 diagnoses
of myocardial infarction, only 4 were in black patients, although blacks
made nearly half of all visits. The patients’ descriptions of their
symptoms were found to be a determining factor in the accurate and
timely diagnosis of a myocardial infarction; while white patients
complaine